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Tetra-ethyl lead is the active ingredient of ethyl fluid, an anti- 
knock compound which for many years past has been widely 
used by the oil industry for addition to petrol. The toxic proper- 
ties of tetra-ethyl lead are well known and have been very 
completely investigated and described—notably by Kehoe— 
following the occurrence of cases of poisoning when the manu- 
facture of this substance was begun on a commercial scale in 
the United States in 1924. The absence hitherto of any cases 
of tetra-ethyl lead poisoning in this country has probably 
distracted attention from the possibility of its occurrence, and 
it may be timely to show how it can occur and to recall the 
symptoms, diagnosis, and treatment of the condition. 

Properties of Tetra-ethyl Lead—Owing to its ready misci- 
bility with fats and oil, tetra-ethyl lead can be absorbed through 
the intact skin. The vapour given off is readily absorbed 
through the pulmonary epithelium, and though the substance is 
of low volatility its vapour pressure is of great significance toxi- 
| cologically, since it is chiefly from inhalation of the vapour that 
poisoning is liable to occur. Air saturated with its vapour at 
ordinary temperatures contains approximately 5 mg. of lead 
per litre. Its toxicity is a function of the lead content and not 
of any peculiar qualities characteristic of the compound, but 
its fat-soluble character allows selective localization in the 
nervous tissues of the body, and for this reason tetra-ethyl 
lead poisoning is essentially a central nervous system intoxica- 
tion (Kehoe, 1925, 1927). 

Aetiology 


The risks of tetra-ethyl lead poisoning occur, first, in the 
manufacture of tetra-ethyl lead and of ethyl fluid, the latter 
containing 60% by weight of tetra-ethyl lead and being the form 
in which the compound is added to petrol; and, secondly, in 
the blending of ethyl fluid with petrol. These processes, how- 


stood and so vigilantly guarded against that the occurrence of 
other than the mildest manifestations of lead absorption is very 
, Tare in the manufacture of the product and virtually unknown 
in lead-blending (Kehoe, 1934 ; Kehoe and Machle, unpublished 
data, 1936). 

In addition the hazard involved in the cleaning of storage 
tanks which have contained leaded petrol has long been recog- 
nized. A sediment which can be likened to a muddy sludge 
is deposited on the bottom of every bulk-petrol-storage tank 
after a period of time. When leaded petrol is stored this sludge 
contains organic lead compounds and as a result is highly toxic 
in the same way as is concentrated tetra-ethyl lead, and may. 









from inhalation of its vapour during cleaning operations, give 
tise to similar acute and fatal illness. Machle (1935) reports 
ll out of 17 cases of lead poisoning as occurring in this way 
between 1930 and 1935 in the United States. 

The possibility of the occurrence of lead poisoning in the 
distributive and allied trades,and among the general public 








ever, are so well controlled and their hazards so fully under- , 


‘been tolerated during peacetime. 
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from the use of leaded petrol, where the concentration of lead 
has not exceeded approximately 1 in 1,300, has been widely 
investigated and uniformly discounted (Kehoe, Thamann. and 
Cholak, 1934, 1936; Final Report of Departmental Committee, 
1930; Lind, 1936). Thus in the consideration of tetra-ethyl 
lead poisoning it is important to distinguish between contact 
with the concentrated products which are potentially toxic and 
the diluted leaded petrol which in normal concentrations is 
relatively innocuous. 

In this country up to 1940 the only opportunity of contact 
with the concentrated product was in the blending of imported 
ethyl fluid with petrol. Blending was carried out in several 
refineries and depots throughout the country by a group of 
some 300 men. The process of blending was a standardized 
one, and in addition the men were under careful medical super- 
vision. No cases of lead poisoning or any clinical evidence of 
lead absorption were noted among this group up to 1943. 
Laboratory workers were similarly controlled, and were equally 
free from toxic effects (Boldero and Robertson. personal 
communication). 

After the outbreak of war the opportunities of contact with 
tetra-ethyl lead in this country increased. The manufacture of 
tetra-ethyl lead and of ethyl fluid was begun in 1940, and has 
been carried on ever since ; but, under the most carefully con- 
trolled plant conditions and with very complete medical super- 
vision, including regular laboratory investigations, no cases of 
poisoning have occurred. The workmen, tested before employ- 
ment, showed a mean urinary lead excretion of 0.0328 mg. per 
litre. With exposure to lead this had risen a year later to 
0.0774 mg. per litre, but with improvement in technique and 
with experience it had fallen in a further year’s time to 
0.0562 mg., and has remained in this region for the past four 
years, the latest figure being 0.0493 mg. per litre. Furthermore, 
the amount of ethyl fluid blending increased for a time, but 
laboratory analysis of urine samples from 1943 onwards showed 
no evidence of lead absorption attributable to this operation, 
nor did medical examination reveal any clinical evidence of 
lead intoxication. 

Thus experience in this country followed that of the United 
States in the absence of toxic sequelae from the manufacture 
and handling of the concentrated products once the dangers 
were understood and the hazards controlled. 


Throughout the war all aviation petrol contained tetra-ethyl 
lead, and from approximately the beginning of 1942 all petrol 
used by the Armed Forces, and to a large extent by the civil 
population also, contained that substance. During the war, 
however, many operations involving the handling, packing, and 
distribution of such petrol—much of it in small containers— 
had to be carried out under conditions which would not have 
Much of the work was done 
by hand under security conditions of black-out precautions and 
4479 
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blast protection, which seriously interfered with the basic safety 
measures of effective ventilation. 


Can-filling ; Can-washing 


Reports from abroad of certain cases of lead poisoning, 
characterized by the sudden onset of cerebral symptoms and 
occasionally ending fatally, drew attention to the possible 
hazards connected with the filling of very large numbers of 
petrol cans under conditions of operation described above. 

Although it was real:zed that the absence of tropical condi- 
tions and the intermittent nature of the work rendered less 
likely the occurrence of such cases in this country, an investiga- 
tion of can-filling was carried out in two localities in Britain. 
No cases showing clinical signs or symptoms attributable to 
tetra-ethyl lead poisoning were uncovered, but laboratory 
analysis of urine samples from a random selection of male 
and female can-fillers and can-washers showed that lead was 
present in such concentration as to point to a possibly hazard- 
ous lead exposure (Table I). Furthermore, estimation of the 


TaBLeE I.—Frequency Distribution of Can-fillers and Can-washers 
According to Milligrammes of Lead per Litre of Urine 
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Total ..| 38 | 40 25 28 7 | 3 
Mean |_| 0-2051 00-2267 0:1730. 0-1728| 0-1417. 01091 
Standard devia-| +£0-0951  £0-1185 +0-0695 | +0-0987 40-0609 +.0-0484 
tion 
Prob. error of | +0-0103 | +0-0126 +0-0095 | +.0-0128 | +0-0079 | +0-0057 
mean | | 
i | 





amount of lead in the atmosphere showed a higher concentra- 
tion than was considered desirable for prolonged periods of 
work in the buildings concerned, being higher than the safe 
limit of 1.5 mg. of lead per 10 cubic metres of air defined by 
the American Public Health Association (1943) (Table ID). 


TaBLe I].—Average Concentration of Lead in Atmosphere in 
Can-filling Buildings in Milligrammes of Lead per 
10 Cubic Metres of Air 





Plant Y 





Plant X 
Day Night Day Night 
Face level = i. as 11-9 4-78 5-21 2-26 
Random point in building = 4-65 | 1-2 1-2 


Conditions were much improved by the installation of more 
efficient ventilation, by the introduction of mechanical filling, 
and by the enclosure of the filling machine, the average amount 
of lead in air being reduced to 2 mg. per 10 cubic metres. 
Gradual diminution in the urinary lead concentrations of the 
operators then occurred, and this was further hastened in the 
case of can-washers by the substitution of unleaded fuel in wash- 
ing out the cans—a step which had the additional effect of 
reducing the amount of lead in the atmosphere of their building 
to 1 mg. per 10 cubic metres. Urine analysis, continued for a 


few months after these operations had ceased, showed a further 


drop in the mean lead urinary concentration to 0.08 mg. per 
litre. 








Thus although there were no clinical symptoms of lea 
poisoning the degree of lead absorption was potentially toxic | 
and could only have derived from exposure to leaded petrol Case | 

‘Titwo wet 


Other Refinery Operations sleep, an 
preak al 


It was thought, too, that the conditions under which Petrolfwhich he 
had to be handled from time to time gave rise to increase he had | 
lead absorption by other refinery operators, since some men, phed. H 
who were giving urine samples on account of occasional ethyl became 
fluid blending, began to show higher urinary lead concentra. goiter ™ 


tions than the operation of blending could explain, especialy fit ° § 


since the amount of blending had by then greatly diminished, wg 
Such men were engaged in tank-dipping, in the filling of antic 


road and rail cars, and more especially in attending to the§|s mint 
pumps in underground or semi-underground pump-houses}seen 08 
Here some leakage of petrol always occurred and the atmo.pmeningi 
sphere smelt strongly of spirit; nor were the men too carefy pki: 
in running the ventilation system, especially in winter-time ances 0 
Some of these men showed mild symptoms of intoxication es 
as evidenced by disturbance of sleep and the’ occurrence of eel 
fantastic dreams, while at the same time they had urinan taken ; 
lead concentrations as high as 0.275 mg. per litre. Two of th (Americ 
men for a time compared their dreams each morning ; anothe fat this t 
expressed himself as unable to compose his mind sufficiently }was 2¥% 
to go to sleep. No more serious manifestations occurred, how-§ tse 
ever, and with the success of the Normandy campaign th: paw © 
handling of large quantities of such fuel, and consequently the Case 
amount of exposure, diminished very considerably and the pt we 
symptoms disappeared. eng 

Lead absorption also seemed to be greater in operators at}continu 
those depots which, for safety’s sake, had been built belowfhis wif 
the level of the surrounding countryside and in which, as apseveral 
consequence, natural ventilation was poor. Thus while thep>eame 
mean urinary lead concentration of all the lead-blenders inf"® ™ 


the country was 0.0535 mg. per litre (+0.0338), that of the rom 
operators in two such depots was 0.157 and 0.188 mg. per viblent, 





litre. On clinical examination these men showed no evidence fyis bk 
of lead intoxication, and would have attracted no attention had Pbeing ‘ 
not their urinary lead figures been so much higher than normal. fto 84, : 
brisk, 

nerves 
and lat 


Tank-cleaning 


After the cessation of hostilities a number of tanks which ‘tion 
had been specially constructed for war purposes, and notably ne 
those which had contained aviation petrol, were no longer §.howed 
required in service. Accordingly it was decided to close them §.98 m 
down after they had been cleaned. It was known that the f100 m 
sludge on the bottom of all these tanks contained organic lead Jwas g 
compounds and that the operation of cleaning required strict "4d Te 
observance of precautions designed to protect workmen from }>Wee 
exposure to these compounds. The sludge was present in all ae 
storage tanks which had contained leaded petrol, irrespective ‘Ths oe 
of the lead concentration of the fuel; it contained organic foylar ¢ 
lead compounds varying in amount from 0.044 to 0.084% in and h: 
a series where analysis was carried out. The vast majority Jbecam 
of the tanks in question were underground, and for this reason JDec. < 
they presented far more serious cleaning problems than those He be 
normally associated with the usual type of bulk-petrol-storage ep 
tank built above ground. a ? 

Briefly, the operation of tank-cleaning consisted in sweeping (445 
the floor and scraping the sides and supporting pillars of under- fhis bl 
ground tanks of 500, 2,000, and 4,000 tons capacity after the }(367° 
petrol had been pumped out and the air rendered gas-free by /!" whi 
ventilation. Men engaged in the work were required to wear }SU¢s 
an air-line mask and were supplied with a complete outfit of tele 
clothing, including boots, gloves, and headgear. A warm bath bane, 
was provided at the end of the day before the ordinary clothing c 
was resumed. betwe 

The programme of tank-cleaning was begun in different parts ffrom 
of the country in the autumn of 1945, and in some instances fday. 
the regulations governing the cleaning procedure came to be jand t 
overlooked or disobeyed, with the result that several cases of of th 





poisoning occurred, while elsewhere the operation was carried +a 
through for months without even the mildest lead absorption R41, 
resulting. dreanr 


In all, there occurred twenty-five cases of tetra-ethyl lead Ffight: 
poisoning of varying severity, two of them being fatal. Of four He th 
very severe cases, three occurred in foremen or charge-hands. and 
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Ps lead Case Histories 
a toxic Case 1.—Aged 42. Started tank-cleaning on Oct. 31. After 
petro] wo weeks he was suffering from lack of appetite and broken 
sleep, and his mates thought he looked ill. He had a long week-end 
ak and resumed work on Nov. 20 for a further week, during 
ich petro} hich he slept badly and had troublesome dreams, in one of which 


increased he had constantly to be brushing rats off his chest while he lay in 
Me men Ped. He felt sick, but couldn’t vomit. On Nov. 28 his behaviour 
nal ethyl necame odd in that he interfered with the apparatus used by the 
oncentra, fother men and complained of a loss of money which he had not 
especially f'" fact sustained. In the evening he became noisy and violent, and 
a ) ared to be having fits. He was admitted to hospital in the 
inished, fe norning of Nov. 28, and was found j 
j early morning of Nov. 28, and was found to be in a convulsion, 
filling of deeply cyanosed, with an almost imperceptibie pulse; he died within 
2 to the} {5 minutes of admission. ; At necropsy a few white patches were 
P-houses seen on the arachnoid which were reported as suggestive of lepto- 
he atmo. meningitis or of lead or alcoholic poisoning. Sections of liver, 
O carefyip kidney, spleen, stomach, and brain showed only the general appear- 
iter-time f22%S of degenerative change of varying severity. Analysis of the 
elses, organs for lead showed the following, in milligrammes of lead per 
X1Cation, 100 g, wet tissue: brain, 0.74; liver, 2.35; spleen, 0.29; kidneys, 0.79. 
Tence OfNormal maximum concentrations of lead in these tissues may be 
Urinary fiaken as brain, 0.09; liver, 0.28; spleen, 0.07; kidneys, 0.16 
/0 of thef(American Public Health Association, 1943). Since tank-cleaners 
- anothe; fat this time were not under medical supervision, no sample of urine 
fficienth was available for analysis, but the quantity of lead found in the 
ed, how. | tissues, along with the symptoms described, left no doubt that the 
aign the pcs of death was acute lead poisoning. 
ently the Case 2.—Began tank-cleaning on Oct. 31, and first complained 
and the of sleeplessness on Nov. 16. He had a week-end break, during 
which he was restless by day, slept badly, and suffered from a 
mild diarrhoea for two days. He resumed work on Nov. 20 and 
continued to have insomnia. A few days later his letter home to 
his wife was confused and queer; he contradicted himself in it 
several times. He continued at work until Nov. 29, when he 
became rambling in his talk. He said he felt very weak and that 
iders in he must go off and rest. He was admitted to hospital later on 
of the the same day, restiess and violent. He was confused, amnesic, and 
disorientated in time and place. He was suspicious, impulsive, 
Mg. per bviolent, and suicidal, requiring continuous strict nursing supervision. 
>vidence His blood pressure was 108/60 while violent, the lowest reading 
‘ion had fbeing 94/60 during a quiet spell. The pulse rate ranged from 72 
normal. fto 84, and his temperature was subnormal. Superficial reflexes were 
brisk, deep reflexes diminished, plantar responses flexor; cranial 
nerves. appeared normal. There was some incontinence of urine, 
ch and later a double incontinence. Blood examination showed 4.65 
, pmillion red cells, 94% haemoglobin, 8,750 white cells, and no 
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; whi 


— punctate basophilia or stippling of the red cells. Urine on Dec. 11 
ONgEr Fshowed 0.440 mg. lead per litre, specific gravity 1014; on Dec. 19 


se them F.98 me. per litre, specific gravity 1020. Blood urea was 65 mg. per 
hat the #100 ml. on Dec. 11, and 30 mg. per 100 ml. on Dec. 21. He 
lic lead fwas given glucose-saline and magnesium sulphate intravenously 
d strict fand received strong sedation: 40 ml. hexobarbitone intravenously 
n from poctween Dec. 4 and 6, 127.5 gr. (8.3 g.) “ nembutai ” (pentobarbitone 
t in al sodium) between Dec. 4 and 18, and 14 litres glucose-saline with 
spective 21 g. magnesium sulphate intravenously between Dec. 4 and 15. 
. His condition gradually deteriorated. He developed frequent mus- 
re cular twitchings and attacks of spasticity and was restless, talkative, 
84% in and hallucinated. On other days he was quieter, but gradually he 
lajority fbecame weaker and lost much weight; he was semiconscious by 
reason fDec. 24. Next day there was a marked change in his condition. 
1 those fHe became entirely rational; the twitchings ceased; bowel and 
storage }'adder control were regained ; at night he slept well, and from that 
~ fday he steadily improved. His blood pressure was 110/70 at this 
._pllme, but a week later it was 120/80. His weight was only 7 st. 
‘eeping F445 ke.). March 26 he weighed 12 st. 4 Ib. (78 kg.) and 
under: fhis blood pressure was 140/85, pulse rate 72, temperature 98° F. 
ter the (367° C.). His only recollection of the illness was of his dreams, 
ree by{!0 which he was usually struggling against terrific odds, but always 
> wear |Successfuliy. His urinary lead was 0.086 mg. per litre, specific 
itfit of H8@vity 1013; and he complained only of slight stiffness in both 
n bath Bal His condition otherwise, both physically and mentally, was 
othin gh 
6 Case 3—Aged 43. Started tank-cieaning on Nov. 13, spending 
between five and six hours daily in the tanks. On Nov. 21 he suffered 
t parts Ffrom nausea and vomiting in the evening and was off work next 
tances Fday. On Noy. 28 he had diarrhoea and vomiting, and was sweating 
to be fand tremulous; he had difficulty in falling asleep and spent most 
ses of f° the night talking and smoking. He was irritable and excited. 
-arried 5°" Next day by his doctor, he was thought to be suffering from 
rption Mmiluenzal gastro-enteritis. He spent four or five days in bed but 
cold not sleep. or such sleep as he had was broken by frightening 
lead creams. In one of these he was seized by an octopus and had to 
| lead fight it with a knife in order to escape... He twitched during sleep. 
f four FHe then began to be odd in his behaviour, passing strange remarks 
nds. f4M quoting scripture, doing everything in a great hurry and 
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shouting instead of talking quietly, and he seemed very nervous. 
On Jan. 2 he was seen by a psychiatrist, who found him confused 
and depressed and to have delusional ideas, and who recommended 
his admission to a mental hospital. By Jan. 8 he had lost between 
one and two stones (6-12 kg.) in weight. He was restless and some- 
what inarticulate. His colour was good. His pulse rate was 48, 
temperature 97.2° F. (36.2°C.), and blood pressure 90/55. His 
superficial and deep reflexes were exaggerated. His movements were 
clumsy and spasmodic, but muscle power and tone were good. 
Mental confusion and delusional ideas were still present. Blood 
examination showed no punctate basophilia or polychromasia. 
Urinary lead concentration was 0.215 mg. per litre, specific gravity 
1014, six weeks after his last exposure. He became violent a 
few days later and was admitted to a mental hospital in a state 
of acute delirious mania. During the first 24 hours he received 
four injections of 2 ml. of “‘ somnifaine.” On Jan. 21 he was still a 
little confused at times and suspicious, but he had made some 
progress and his blood pressure had risen to 110/60. He improved 
steadily and was mentally normal by Feb. 8, when his urinary 
lead concentration was 0.295 mg. per litre. He was discharged 
on April. 1, mentally well and in a much improved physical con- 
dition. His urinary lead concentrations gradually diminished as 
follows: Feb. 18, 0.210; March 20, 0.135; May 2, 0.091; June 28, 
0.063 mg. per litre. 

Case 4.—Aged 31. Began tank-cleaning on Oct. 31, and had 
difficulty in falling asleep as early as the night of Nov. |. He 
continued at work till Nov. 7, when he felt light-headed and very 
tired. He saw a doctor on Nov. 8 and was sent home for a week. 
He continued to sleep badly in spite of sedation, but his appetite 
was good. He returned to work on Nov. 20 and after one day 
felt sick and nervous and could not eat his breakfast. He returned 
home, where his appetite improved, but his sleep was broken by 
nightmarish dreams. He’ remained under his doctor’s care till 
Dec. 3, when he was certified fit to resume work. On that day 
news of the death of a fellow workman was received, and he was 
re-certified as unfit for work. On Dec. 7 he looked well and had 
a good colour, but was a little confused mentally and apt to repeat 
himself. He had a fine tremor of hands and tongue. All reflexes 
were exaggerated except the biceps jerk, which was only just elicited. 
Muscle power and tone were good, pulse rate 48, blood pressure 


110/55. Blood examination showed no punctate basophilia or 
polychromasia. The urinary lead concentration was 0.350 mg. per 


iitre, specific gravity 1025, seven weeks after his last exposure. 
With ordinary convalescent treatment and mild activity in the open 
air, he made a good recovery and was fit for work a month later. 

Case 5.—Aged 33. Started tank-cleaning on Oct. 31 and worked 
till Nov. 6, when he felt queer about the stomach and bought some 
stomach powder, after taking which he ate a good tea. He could 
not sleep that night and lay awake till morning. He could not eai 
his breakfast. He saw a local doctor and returned home to bed. 
He stated that he had no recollection of anything thereafter for 
a week or two. Seen by his doctor on Nov. 7, his case was diagnosed 
as ‘“ gastritis °°—his appetite was poor and he had vomited several 
times. He slept very little even with the help of sleeping tablets 
until nearly a week had elapsed. He was sent to see a consultant 
with regard to his stomach, and was referred to a psychiatrist, who 
found him in a muddled anxious state just as if he was recovering 
from a hysterical fugue. He showed no sign of mental confusion 
or. of organic change in the central nervous system. The picture 
was that of a neurosis. Blood examination on Dec. 6 showed 4.8 
million red cells, 98% haemoglobin, 7,600 white cells; a few punctate 
basophils were seen, but not enough to justify a diagnosis of lead 
poisoning. A further blood examination on Dec. 7 showed no 
abnormality of any sort. His pulse rate was 78, blood pressure 
120/80. Urinary lead concentration was 0.210 mg. per litre, specific 
gravity 1019, two months after his last exposure. He steadily 
improved in health and was fit for work a month later. 

Case 6.—Aged 38. Began tank-cleaning on Jan. 2 and continued 
for one week. On Jan. 9 he felt sick, vomited once, and had severe 
diarrhoea with no abdominal pain. He had difficulty in falling 
asleep, and his sleep was fitful and troubled by weird, at times 


terrifying, dreams in which quaint human beings and animals 
figured. He was certified by his doctor as suffering from gastro- 


enteritis and did not return to work. The stomach condition settled 
down within a day or two, but his appetite remained poor and the 
sleeplessness persisted. During the day he was restless, irritable, 
and nervy, and wanted to be on the move all the time. On Jan. 15 
his doctor thought him neurasthenic, especially as he had difficulty 
in passing urine from time to time. On Jan. 19 he looked better, 
though still anxious and apprehensive. Superficial reflexes were 
brisk, deep reflexes not exaggerated, muscle power and tone both 
good. There was some coarse tremor of hands and fingers, with 
some incoordination of movement. Blood pressure 112/60; pulse 
rate 64; urinary lead concentration 0.455 mg. per litre, specific 
On Jan. 21 he was thought to be progressing satis- 
factorily since he was sleeping better and his appetite had improved. 
On the morning of Jan. 23 he suddenly became worse with maniacai 





', mean urinary lead concentration of 0.048 mg. per litre. 
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symptoms and delusions, trembling violently, sweating profusely, and 
talking incoherently. He was given 2 gr. (0.13 g.) of ‘ luminal ” 
(phenobarbitone), repeated in four hours, without effect; by evening 
he was in a state of acute mania, screaming at the top of his voice, 
and had to be forcibly restrained in bed. He was quite disorientated 
in time and place. There were no convulsions, and he died soon 
afterwards. At necropsy there were no changes except a few sub- 
serous petechiae in the heart and pericardium. Analysis of the 
organs showed the following in milligrammes of lead per 100 g. of 
wet tissue: brain, 0.6; liver, 2.5; spleen, 0.27; kidneys, 1.2. 


Nineteen more men suffered ill effects. Nine of these at one 
depot had a mean urinary lead excretion of 0.249 mg. per litre, 
with a range of 0.110 to 0.480 mg. Their symptoms, in order 
of frequency, were: sleeplessness (including difficulty in falling 
asleep), broken sleep, and troubled dreams ; a nasty sweet taste 
in the mouth and a bad smell to the breath ; lack of appetite ; 
diarrhoea with or without abdominal pain; trembling, shaki- 
ness, giddiness ; complaint of loss of weight. On examina- 
tion most of the men displayed increased deep and superficial 
reflexes, a slow pulse, and lowered blood pressure; some 
showed a tremor of hands and tongue. None showed mental 
confusion. There was no basophilic stippling of the red cells. 


Six men at another depot, after one or two weeks of tank- 
cleaning, suffered from sleeplessness shortly followed by lack 
of appetite and, in some cases, .bowel movements which were 
“ watery and slimy—not a real motion.” Here it was only 
after one man had consulted his doctor about insomnia and 
had been advised to have a change of work that mention of 
this symptom was made, and all discovered they had been 
having the same experience. They had been explaining away 
their sleeplessness to themselves in various ways—e.g., lack of 
exercise in the winter-time. The supervisor had attributed his 
insomnia to “ worrying needlessly about the job and the men.” 
These men, three months after ceasing this work, had a mean 
urinary lead concentration of 0.143 mg. per litre, with a range 
of 0.078 to 0.215 mg. Blood examinations at this time showed 
no stippling of the red cells or any other abnormality. 

Four men at yet another depot showed a mean urinary lead 
concentration of 0.210 mg. per litre, with a range of 0.175 mg. 
to 0.240 mg. They had shown similar symptoms—viz., sleep- 
lessness, anorexia, and nausea. Two of them had induced 
vomiting in an attempt to rid themselves of the feeling of 
sickness. One man had auditory hallucinations in the form 
of voices talking to him and people walking behind him, and 
was considered by his doctor to be suffering from an anxiety 
state, from which he took about six weeks to recover. None 
showed any red blood cell changes. 

By contrast, 15 men who had done this same work continu- 
ously for three months under careful supervision showed a 
The 
range was from 0.016 to 0.073 mg. except for one case where 
the figure was 0.135 mg. All these men were symptomless, all 
had put on weight, and their state of health was the envy of 
their friends and relatives. 


Symptoms 

The earliest symptoms in 25 cases of tetra-ethyl lead poison- 
ing were disturbance of sleep and symptoms referable to the 
alimentary tract. The classical signs and symptoms of lead 
poisoning—viz., abdominal colic, tremors and fibrillary twitch- 
ings, myalgia, neuralgia, constipation, pallor, blue line on the 
gums, paralyses, stippling of the red blood cells, and punctate 
basophilia—either did not occur or were a very minor part 
indeed of the picture. 

The earliest indication, often coming on within the first week 
of exposure, was sleeplessness. A healthy man who regularly 
went to sleep about 10.30 p.m., “as soon as my head touched 
the pillow,” would lie awake till 2 or 3 a.m., sleep for an hour, 
often with troubled dreams, wake up with a start, and perhaps 
snatch another hour of restless slumber before morning, or else 
find the morning arrive without further sleep. Following shortly 
upon insomnia, only rarely preceding it, came alimentary tract 
disturbance—lack of appetite, nausea, vomiting, and diarrhoea 
of varying severity with no abdominal pain. Subjective nervous 
symptoms were next in evidence—such as irritability, restless- 
ness, nervousness, and anxiety, possibly tiredness. 

The signs at this time were a slow pulse, subnormal tempera- 
ture, low blood pressure, increased reflexes, and a slight loss of 
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body weight. With longer or more severe exposure the Signy reportes 
and symptoms progressed to increasing tiredness and loss qplife 2m 
body weight, tremor, muscular weakness and tWitchingg severe 
oddities of behaviour, and evidences of mental confusion, app absolve 
then, quite abruptly, came the onset of acute maniacal symp 
toms with suicidal tendencies, or the occurrence of a convulsio, 
Machle (1935) states that in general a given patient will Manifey| 
a type of mental response characteristic for him, and not relate All | 
to the severity of his illness or its stage, but apparently depe| &P°™ 
dent on his mental background. We agree that this was so j plenty 
this series of cases. doses 
Pallor was not a feature of any of the cases, nor did punctap The - 
basophilia occur. Some cases had been referred to a patholo por 
gist for blood examination, on account of a suspicion that lea 7. 
might be the cause of the illness, and had been reported , Gluc 
“not suffering from lead poisoning ” because of the absence ¢ 3 litre 


punctate basophilia. added. 
suitabl 

Diagnosis obtain 

The diagnosis depends upon the occurrence of such symptom§ 2 54 
as have been described, along with the history of exposure 4§ ing eff 
a severe lead hazard. Recognition of what constitutes a seve; Mach 
lead hazard is all-important. from « 
Urinary lead concentration will give some idea of the degre paniec 


of exposure. If this is less than 0.1 mg. per litre at a tim daily 
when symptoms of the above nature are displayed, tetra-ethy| 7 
lead is unlikely to be the cause. Mild symptoms may occy oli 
with a figure of 0.15 mg., but generally it is above this levif 4™ 
and in severe cases it is more likely to be in the region o lescer 
0.3 mg. or more. Kehoe (1942) states that the upper limit off ™"Y 
safe lead exposure as defined on the basis of urinary lea( reach 
excretion of exposed workmen is represented by a mean valu 
of approximately 0.10 mg. lead per litre for samples that excee( 
0.15 mg. only infrequently and 0.20 mg. per litre rarely. The 

If a 24-hour sample of urine is obtained without unduly larg} The 
quantities of fluids having been consumed previously, the urinan} count 
lead concentration figure may be accepted as it stands. If ong Twe 
single sample is analysed, varying in quantity from approximatelp of se\ 
75 to 350 ml., its specific gravity should be taken into account if cases 
assessing the significance of the lead concentration. A procedu 
which has some value in this respect is to multiply the “ mg. 
litre” figure by 24/G, where G=1,000 (S.G. of sample, 1) (Levi 
and Fahy, 1945). A high lead concentration in a sampie of lov 
specific gravity obviously carries more significance than the san 
concentration in a sample of high specific gravity. 

It is essential in collecting a sample to use a chemically clea 
container—not necessarily sterile—one which has been washed ot 




















these 
its co 


unduly high. In collection, the sample is passed directly into th 
container without using any intermediate vessel. 


Among the lesions which may simulate this condition ar 
encephalitis due to infection, neurosyphilis, unlocalized brat 
tumour, cerebral arteriosclerosis, uraemia, and cerebral mati 
festations of pellagra. 


with drugs such as bromides and barbiturates must also 
considered. It should be remembered that, unquestionablf ring 
severe lead exposure is required to cause lead encephalopathf Mach 
in the adult (American Public Health Association, 1943). 


The absence of stippling does not rule out tetra-ethyl led 


poisoning ; basophilic stippling of the red cells is common Th 
absent, and was absent in all the cases described in tiWof / 
series. lishe 
Prognosis-—Death may occur rapidly within a few hours PR. 
the acute onset or may be delayed for some weeks. If deafpyear 
does not occur within this time, recovery is usually comple a 
There have been no permanent cerebral sequelae in this seri¢ +P 
‘thro 

Prevention ) bute 


The careful observance of regulations in carrying out is f 
operations connected with tetra-ethyl lead will prevent ti} Ass 
occurrence of poisoning, since the hazards are well unde =a 
stood and guarded against. Intelligent and unremitting supe Th 
vision of the men is called for, and should be the responsibili br 
of someone of higher status than foreman or charge-hand. Of wil 
foreman, who died, neglected to take precautions and W! 
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re the sign reported to have said that he had worked with petrol all his 

and loss life and it had never hurt him. One charge-hand, another 
tWitchingp severe CaS, thought that fifteen years of work with petrol 

fusion, anf absolved him from the necessity for taking precautions. 


iacal symp 
ripe Treatment 
‘ill Manifey ‘ ‘ ° P 
necessary in the milder cases is removal from 
Not relate All that is y 


ntly deper,f exposure, light exercise in the open air, a normal diet with 
5 Was - e plenty of fluids, and the relief of sleeplessness by adequate 
g'. doses of a suitable sedative, preferably one of the barbiturates. 
The treatment of the severe case calls for strict nursing super- 
vision in view of the impulsive suicidal tendencies sometimes 
displayed, and for adequate fluid intake and sedation. 

Glucose, 5% in saline; may be given intravenously up to 
3 litres per day. If given as a drip, hexobarbitone may be 
added. ‘“Somnifaine”’ and pentobarbitcne sodium are other 
suitable sedatives, and may be given in repeated full doses to 
obtain rest. A retention enema of 4 to 6 oz. (110-170 g.) of 
asaturated solution of magnesium sulphate often has a quiet- 
ing effect when it can be retained. Morphine is contraindicated. 
Machle (1935) recommends the intravenous administration of 
from 2 to 4 g. of magnesium sulphate in 2% solution accom- 
panied by doses of pentobarbitone sodium up to 15 gr. (1 g.) 
daily by mouth. Reference to Case 2 of this series will give 
some idea of the amount of sedation which may be required 
in a severe case. 

Ample fluids should be given throughout subsequent conva- 
lescence to aid the elimination of lead. After a severe exposure 


Id punctat 
a patholo. 
N that lea 
‘eported a 
absence ( 


Symptom 
Xposure { 
oS a Sever 


the degre 
at a tim 
tetra-ethy 
nay occu! 
this level 





region of ; ; 

r limit off Many months may elapse before the urinary lead concentration 
nary lead reaches a normal figure. 

ean valu 

lat excee( Summary 

sly. The properties of tetra-ethyl lead are briefly recalled. 

duly larg The opportunities to develop tetra-ethyl lead poisoning in this 
he urinan} country are described. 






















Twenty-five cases of tetra-ethyl lead poisoning of varying degrees 
if of severity occurred during tank-cleaning operations, and six of the 


procedu The symptoms, diagnosis, and treatment of tetra-ethyl lead 
Mg. Pf poisoning are discussed briefly. 

1) (Levi 

ie of lof We are indebted to Dr. R. W. Zeitiin for his help in two of 


these cases, and especially for his care of one of them throughout 
its course to a happy conclusion; also to Dr. Stanley H. Coleman, 
Dr. R. E. Hemphill, and Dr. G. Schwizer for their assistance in 
three other cases. The chemical analytical work upon which these 
observations are based was carried out in the Courtauld Institute 


y distiilef by Mr. E. R. Smith. The blood examinations were performed by 
unless # Mr. R. L. Harding, and to both of these gentlemen we wish to 

1 will bE express our thanks. 

- into th 
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Occupational Lead Exposure and 


The first number of Anaesthesia, the journal of the Association 
of Anaesthetists of Great Britain and Ireland, has now been pub- 
lished. It opens with a foreword by Sir Alfred Webb-Johnson, 
PR.C.S., wishing the journal every success, and noting that the 
year of celebration of the centenary of the first operation under 
general anaesthesia in this country is a most opportune time for 
founding a journal which will make British teaching and records 
of discovery and achievement available for the medical profession 
" throughout the world. The editor, Dr. C. Langton Hewer, contri- 

butes a note giving the reasons for launching Anaesthesia, and this 
out a is followed by an article on the inception and purpose of the 
ent tl Association of Anaesthetists written by Dr. H. W. Featherstone, 
unde its first president, and another, on the centenary of anaesthesia in 
3 supe Great Britain, by Dr. A. D. Marston, who now holds that office. 
nsibili The rest of the issue is taken up with short practical articles, a 
. Omg teview, and some abstracts and items of news. Anaesthesia is 
nd wi Published quarterly from 24, Thayer Street, W.1. 
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During recent years increasing numbers of cases have been 
reported in which infective hepatitis has been conveyed to 
patients by means of an infected injection. The cases fall 
naturally into two groups, the first of these being cases in 
which infected serum has been injected either intravenously 
or intramuscularly. Beeson (1943), Morgan and Williamson 
(1943), Steiner (1944), and other authors have reported the 
cccurrence of jaundice after transfusion with whole blood or 
blood plasma. Similarly, hepatitis has followed administration 
of convalescent serum in the treatment of mumps and measles ; 
jaundice has also occurred after yellow fever immunization 
where the vaccine contained human blood serum.  Experi- 
mentally the disease has been transmitted to human volun- 
teers by injection of blood or serum from patients in the 
pre-icteric or early icteric stages ; this experimental work was 
summarized by McCallum (1944). 

Into the second group fall those cases in which the disease 
may be conveyed by an infected needle or syringe. Salaman 
et al. (1944) reported a high incidence of jaundice in patients 
receiving intravenous injections of arsenic for syphilis at the 
Royal Victoria Hospital, Netley, and showed that the incidence 
of this condition could be much reduced by careful sterilization 
of needles and syringes. Sheehan (1944) reported further such 
cases, and considered that hepatitis following the administra- 
tion of neoarsphenamine was due to the transmission of a 
blood-borne virus from one patient to another by unsterile 
syringes. Droller (1945) described an outbreak of jaundice at 
a diabetic clinic due to the collection of blood for blood-sugar 
estimation, and Sheehan (1944) reported cases following the 
withdrawal of blood for estimation of the erythrocyte sedi- 
mentation rate. It is here of interest to recall that Murray 
(1930) reported a high incidence of jaundice in patients treated 
with intravenous acriflavine for gonorrhoea ; there can be little 
doubt from his description that the cases were identical with 
those at present under discussion. 


Case Histories (Military General Hospitals) 


During the past few months, while working in military general 
hospitals in India, it was noted with interest that a large number 
of cases of infective hepatitis admitted to medical wards gave a 
history of having received a course of penicillin injections within the 
previous seven months. A total of 124 cases of hepatitis were 
seen, and 36 of these were found to have had penicillin treatment. 
Clinically these cases were indistinguishable from those of infec- 
tive hepatitis, post-arsphenamine jaundice, and homologous-serum 
jaundice admitted during the same period; hence it is unnecessary to 
describe the history of each case separately and in detail. 

The initial symptoms were loss of appetite, abdominal discomfort, 
flatulence, nausea, and occasional vomiting, followed four or five 
days later by the onset of jaundice. On admission to hospital there 
were generally a siight fever for a few days, a moderate degree of 
icterus, and a palpable tender liver; the urine contained bile salts 
and bile pigments, and there was a moderate degree of granulopenia 
and also a raised icteric index or bilirubinaemia. One or two of 
these patients were seriously ill for a few days, but the majority of 
cases were quite mild; with strict bed rest the fever and other 
symptoms rapidly subsided, the jaundice cleared, and the patient 
was fit for discharge from hospital at the end of three or four 
weeks. There were no fatal cases. Table I gives a more detailed 
analysis of the cases seen. 


TaBLe I.—Analysis of Cases of Infective Hepatitis 





124 


Total number of cases of infective hepatitis ae a ea 
Number of these cases with a history of penicillin injections 
within the previous 7 months = ae a Ria 36 
Cases of gonorrhoea treated with penicillin* .. és 9 
Cases of syphilis treated with penicillin * a i 15 


Cases of gunshot wounds treated with penicillin 
Dermatological cases treated with penicillin .. da 
Cases of syphilis treated with penicillin but had had 
injections of arsenic and bismuth A ad ae 
Cases of gunshot wounds treated with penicillin but 
had received blood or plasma transfusions .. 


2 
1 





* One case is included in both these groups, as the patient had gonorrhoea and 
later syphilis within the relevant period; both these diseases were treated with 
penicillin. 
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If the last two groups in Table I are excluded as possible 
cases of post-arsphenamine and homologous-serum jaundice 
there are left 26 cases (or 21% of the total number seen) in 
which the jaundice might be ascribed to penicillin treatment. 
Further details of these 26 cases are given in Table II. 


TaBLeE II.—Clinical Details of Cases of Post-penicillin Jaundice 


| | 














| | Dose Date Date Date we ted 
Case | | ee of Drug | Drug | of in Days 
No. | Ase | Disease | Penicillin} was | was | Onset of |—— 
| | ; (units) | Started | Stopped | Hepatitis Min. | Max. 
1 23 | Syphilis | 2,000,000} 16/2/45 | 28/2/45 | 22/4/45 53 | 65 
2 | 22 | Gonorrhoea | 100,000} 6/2/45; 6/2/45} 17/5/45 | 100 | 100 
3 | 30 | Syphilis | 2,000,000 17/3/45 | 29/3/45 | 13/6/45 76 | 88 
4) 28 | ‘ 12,000,000 | 19/2/45; 43/45] 27/5/45 84 | 97 
5 | 34 | Gunshot wnd. | 1,333,300] 27/3/45| 7/4/45| 19/6/45 73 | 84 
6 | 20 | Syphilis | 2,000,000 | 28/3/45 | 9/4/45 | 25/6/45 vi 8 
7 | 34 | % 2,000,000} 19/4/45 1/5/45 | 29/6/45 59; 71 
8 | 22 | | 2,400,000 | 10/2/45 | 17/2/45| 29/6/45 | 132 | 139 
>i 23 4 e 2.000,000| 14/4/45 | 26/4/45 4/7/45 69; 81 
10 | 20 | Gunshot wnd. | 1,000,000} 20/2/45 2/3/45! 13/7/45 | 133 | 143 
11 | 22 | Gonorrhoea 100,000 | 14/12/44 15/12/44 | 15/7/45 | 212 | 213 
12 | 23 | Gonorrhoea, | 100,000! 3/5/45! 4/5/45/) | 5 
| ~ | “Syphilis | 2,400,000, 23,645 | 30/645 |p 3/8/45 | 34| 92 
13 21 | Furunculosis 480,000| 2/5/45| 6/5/45 |" 13/7/45 | 68 72 
14 24 | Gonorrhoea 100,000; 1/5/45| 2/5/45| 24/7/45 83 84 
is | 23 j > 100,000} 1/5/45} 2/5/45} 10/8/45 | 100 | 101 
16 | 35 | Syphilis 2,400,000 | 22/3/45 | 29/3/45| 16/7/45 | 109 | 116 
17 26 | Gonorrhoea 100,000 | 11/3/45 | 12/3/45 | 25/5/45 74 75 
18 | 23 | Syphilis | 2,000,000} 23/4/45 5/5/45| 16/6/45 | 42| 54 
19 | 27 a 2,400,000! 29/3/45 5/4/45} 23/6/45 | 79 | 86 
20 | 27 | 2,400,000 5/3/45, 14/3/45] 2/8/45 | 141 | 150 
21 | 24 | * | 2,400,000 12/4/45 | 20/4/45| 12/7/45 | 83 | 91 
22 | 25 | Gonorrhoea | 100,000) 15/1/45! 16/1/45} 19/6/45 | 154 | 155 
23 31 100,000; 4/5/45 4/5/45! 16/8/45 | 104 | 104 
24 32 99 140,000! 5/4/45, 7/4/45! 18/8/45 | 133 135 
25 26 | Syphilis : 2,000,000 27'5/45| 8/6/45! 30/8/45 | 83 95 
26 28 * 12,000,000) 285.45) 9/6'45| 31/8/45 | 83 | 95 
! | 


{ 





In each of the above cases the penicillin was given by intramuscular injection 
at 3-hourly intervals. Gonorrhoea was usually treated with 5 injections of 
20,000 units and syphilis with 100 injections of 20,000 units or 60 injections of 
40,000 units. 





Comment on the Cases 


On questioning an unselected series of 100 patients in the 
medical wards of the hospital it was found that only 4 of 
these had been treated with penicillin in the previous 7 months. 
hence there can be no doubt that the high percentage of 
jaundiced patients that had been treated with this drug is of 
Statistical significance. 


So far as is at present known, penicillin has no toxic effects 
when used in therapeutic doses. Local pain at the site of 
injection, venous thrombosis (when the drug is administered 
intravenously), fever, and urticarial rashes are all occasionally 
met with, but are considered to be due to impurities. One 
patient of a further series, reported below, received a total of 
23,220,000 units within 48 days without any toxic effects being 
produced. 

Clinically these cases were indistinguishable from other forms 
of jaundice known to be transmissible—infective hepatitis and 
post-arsphenamine jaundice. If in fact the disease was con- 
veyed by the penicillin injections the incubation period is closely 
comparable with that known in the above two types of jaundice. 
In the present series the incubation period is 34 to 213 days; 
in post-arsphenamine jaundice the incubation period is about 
100 days. Cameron (1943), in his report on the experimental 
transmission of infective hepatitis to human volunteers by 
injection of blood or serum from jaundiced patients, stated 
that the incubation period varied from 30 days to 6 months. 
The unusually long latent period of 212 to 213 days in Case 11 
suggests that the association of penicillin treatment with jaundice 
may have been coincidental. The most probable explanation 
is that post-penicillin and post-arsphenamine jaundice are 
identical and due to an infective agent conveyed from patient 
to patient by the injections. This would explain the relative 
frequency of jaundice after the treatment of syphilis (15 cases) 
and gonorrhoea (9 cases). In a V.D. treatment centre in this 
area 135 cases of syphilis and 419 cases of gonorrhoea were 
treated in a period of 8 months. The higher incidence of 
jaundice in syphilitics may be explained by the much larger 
number of injections (either 60 or 100) given and so the much 
greater possibility of conveying the infection to the patient. 


Cases of Jaundice occurring in a Penicillin Research Unit 


This unit, which was attached to an Indian Base General 
Hospital, was investigating the effect of penicillin treatment on 
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chronic bone infections due to war wounds. The cases Wel 
treated in a ward of 80 beds, in which also cases of the sang 
type were being treated by the general surgeons. Many of ti 


Nov 


Sy 
Whil 


cases had had blood or plasma transfusions and injections Bead t¢ 


penicillin before admission. 

During the period of the outbreak 170 cases were treatd 
in the ward, and 66 of these were given penicillin injection 
10 cases of jaundice occurred, 9 of them in patients who ha 
had penicillin since admission. The other—the first case of the 
series—had had penicillin at another medical unit two month}? 


be the 
the tre 


previously. Table III gives further details of these cases. Red | 
TasB_e III.—Clinical Details of Cases of Jaundice at a Penicillin AS 
Research Unit plasme 

as __ Ftrate ¢ 


Penicillin Given 








Penicillin Given at | Date an in 


on Date | Before Admission Date Research Unit of Jevolve 
aah a mene CMO | —| Onser 

No Wound | Date | Dose | to Unit Date | Dose | of The 

| Started | (units) | | Started | (units) | Jaundi (0.85% 

1 | 18/11/44 | 21/11/44 | 950,000 | 26/1/45 | 9/2/45 | 23,220,000] 26/)4§ Inserte 

2 3/8/44) - | 14/8/44 | 6/9/44 | 840,000! 29/1/40 injecte 

| | 22/9/44 | 1,200,000 immed 

| |} 2/1/45 | 3,220,000 drops 

3 | 16/3/44 | 3/5/44} 4/1/45 | 2,240,000] 24/3 4 FOP 

| 17/4/45 | 1,600,000 scopic 

4 | 29/5/44) — | 25/11/44 | 2/1/45 | 2,240,000) 8/4/48 countit 
5 | 15/1/45} 16/1/45} 300,000 | 26/1/45 1/2/45 | 2,240,000} 24/4/4 

| | | 6/3/45 | 4,000,000) The 
6 | 31/1/45 | | 0 17/3/45 | 23/3/45 | 800,000] 3/5/45 

7 | 11/10/44 | 18/10/44 | 1,400,000 5/1/45 | 16/145 | 2,240,000] 16/5 4s) 5 ml. 

| 243/45 | 1,440,000 sizes | 

8 | 16/1/45 16/1/45 300,000 26/1/45 1/2/45 | 2,240,000} 21/658". : 

| | | 2/3/45 | 2,240,000 with | 

9 | 15/5/44 | — 0 | 25/10/44 | 21/2/45 1,880,000 24/614 The ; 
5 } } /6/ 3/7/45 320,000 | 2/9/45 

10 | 14/ ~ | 0 heels / | The f 
With the exception of Case |, penicillin was given to the above patients j 

doses of 20,000 units 3-hourly by intramuscular injection while at the Resear T4BLE 


Unit. 


In this small series of cases there was one fatality (Case 6 
The patient was a male of 18 years who sustained machine-gu 
bullet wounds of both legs and a compound fracture of : 
right femur. On May 3, 1945, when convalescent from hi 
wounds, he developed infective hepatitis and malaria (B.T. 
The latter condition responded to mepacrine treatment, bu 
the hepatitis progressed, and he died on May 17. At pos 
mortem examination extensive liver necrosis was found. 


Discussion of Research Unit Cases 


In a closed community of this type the possibility of spreal 
by droplet or intestinal infection must always be considered 
however, in view of the fact that jaundice was confined ti 
one ward only, and in that ward to the penicillin-treated case 
spread by syringe infection seems a more likely explanatior 
In this ward great care was taken over the sterilization ¢ 
needles and syringes. The dose of 20,000 units of penicilli 
was made up to a volume of 2 ml., a freshly sterilized need 
was used to withdraw this from the ampoule, and a secon 
needle to inject the drug into the patient. In some cases | 
freshly sterilized syringe was employed for each patient, but 2 
times the same syringe was in use for several patients in succes 
sion. Needles and syringes were sterilized by boiling for ¥ 
minutes ; the needles were handled only with forceps. ; 

It is difficult to attempt to trace the spread of the mince 
from patient to patient: first, because an unknown percentay 
of the cases of hepatitis remain non-icteric and undiagnosed) 
secondly, because the period during which the patient 1s info 
tious is still not known. Lisney (1944) states that the patleq 
is infectious for at least one week before the appearance 
the jaundice, while Sheehan claims that the patient becom 
infectious about one month after the onset of the incubatiof 
period. McCallum and Bauer (1944) have succeeded in conve) 





ing homologous-serum jaundice to volunteers by injection 


serum withdrawn on the seventh day of the jaundice. 

If Case 2 was infected by injections in September, ae 
could have transmitted the disease to Cases 3, 4, and 
means of the course of injections starting on Jan. 2; and sr 
could have passed the disease on to Case 6 by means 0 ‘id 
course starting on March 24. Again, if the patient a 
infectious as long as 14 days after the onset of pee 
Case 1 may have transmitted the condition to Cases 5 and ®. 
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of the We Syringe Contamination during Intramuscular Injection 
Sand ° eae ° 52h ° : 
Many of ‘ While faulty technique of sterilization or injection might 


Njections plead to syringe contamination it was felt that this could not 

be the usual explanation of these cases of jaundice and that 

the traditional method of giving a series of injections from 

injections one syringe (while using a fresh needle for each patient) might 

ts who hag well be at fault. Further investigation confirmed this view 

case of th and demonstrated the frequent presence of blood in the syringe 
after a single intramuscular injection had been given. 


veTe treates 


‘WO month 
CASES, TF peg Blood Cells in the Syringe after Intramuscular Injection 
Penicillin As it was impossible to detect minute quantities of blood 


plasma with the apparatus available it was decided to concen- 
trate on detecting red blood cells in the syringe contents after 
an intramuscular injection. The. following technique was 


nat! Date 
- 4 ot evolved. 

e prs The needle and syringe were filled with sterile normal saline 
S) | Jaundi (085% sodium chloride), the needle (with the syringe attached) was 
000) seh inserted into the quadriceps extensor cruris, and 1 ml. of saline was 


26/1 4 a 3 > 
eile injected. The needle, with the syringe still attached, was then 


Sc 
=> 


E 


000 | 29) 1/4 
4 “" immediately withdrawn, the needle was removed, and succeeding 
000| 2434) drops of saline from the tip of the syringe were examined micro- 
000 | scopicaliy for red blood cells; these were counted in a Neubauer 
a xia counting chamber. 

nd sisieh The syringes used were of the standard Army pattern, 2 ml., 
100 16/84 5 ml., and 10 ml. in size; the needles were the usual issue of 
100 | 2tiguef Sizes 19, 21, and 23 (Birmingham English standard wire gauge), 
00! « Fwith a length of 50 mm., 38 mm., and 25 mm. respectively. 
00) 24/645} The apparatus was freshly autoclaved before each injection. 


100} 2/9/45 . : sae 

The results obtained are summarized in Table IV. 
€ patients 
the Resear 


Taste 1V.—Red Blood Cells found in the Syringe After an Intra- 
muscular Injection 


(A) Injections Given Into a Muscle in a State of Active Contraction 








| No. of Red Cells in 0-9 c.mm. of Saline 



































n | Volume 
Syringe | Needle tee - See ESSE ae 
| Injected | Drop 1 | Drop 2 Drop 3 Drop 4 
from hig —— | - | ate 
ml. S.W.G ml. | | 
y 4° 93 1 3 | Cort 
0 | 23 | 1 | 163 6 0 
? = ) 43 2 0 | 
10 3 | 1 80 0 
2 23. | { 57 0 
2 23 1 0 
et 23 1 | 0 
2 } 23 1 9 0 | 
5 23 1 0. 
of spreaf 2 | 23 jae i i | 
3 ae 1 0 
nsidered’ i 93 i 0 | | 
nfined ti ; | 7 1 Oo | | 
ted casei ) 31 ; . 
lanationf 2 | 7 1 0 4 | 
ation 3 | 2 ; " 4 an 
penicillif | 21 0 | 
2 8 1 Oo 
od need} 42 = 4 eid | 
a seconi 4 | bY l 0 | | 
ie 2 1 0 | 
cases | aoe es 1 | 204 | ae Ty 2] 0 
rt, but f 10 19 ae ne ae a 
2 | 1 | 3 2 0 
n Succes 10 | 19 1 1 gy | 19 13 | 0 
- os 2) Oe _ eee hina aren 
(B) Injections Given Into a Relaxed Muscle 
infectiof ae 
> ta ii ato ike apa ‘a | 
rceneee ta | awic. | mi. | 
1gnosed;) 2 z= 1 0 | | 
ei zt é | 1 | 0 | 
Bima |) & | | | 8 Y | 
e paliey 10 | 23 1 c> i ys | | 
— LO 
2 | 0 
becomé 2 2) I 0 
cubatio 2 21 = ae 
2 21 1 0 
conve) 2 21 1 | 0 
ction ® !0 | 21 | 1 ae 0 
10 | 21 | Roe 
: ) 24 1 rai a Pe! ae 1 ‘ | 
1944, j ea Sea - 
oy % Thus contamination of the syringe with red blood cells had 
ase 


occurred in 17 out of a total of 39 injections. This statement, 
however, needs further comment. It will be noted from 
Table IV that the red cell count rapidly diminished with each 
Succeeding drop; this suggests that the syringe contents 
generally are not contaminated, but that the contamination is 


; of t 
remai 
ce, the 
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confined to the small drop of fluid on or in the nozzle of the 
syringe when the needle is removed. This fact was further 
confirmed by the following experiment. A series of five 
intramuscular injections of 1 ml. was given from the same 
10-ml. syringe; drops of saline were examined microscopic- 
ally until no further red cells were found, and then the remain- 
ing fluid in the syringe was eiected into a centrifuge tube and 
spun for 10 minutes. On examining the fluid from the bottom 
of the centrifuge tube only one or two red cells could be found. 
From the above results it is apparent that the frequency and 
severity of syringe contamination vary according to whether 
the muscle injected is relaxed or is in a state of active contrac- 
tion. With the muscle contracted, contamination occurred in 
15 out of a total of 27 injections and up to 243 red cells in 
0.9 c.mm. of saline were counted ; with the muscle relaxed, how- 
ever, contamination occurred in only 2 out of a total of 12 
injections and a maximum of 2 red cells in 0.9¢.mm. were found. 

Experiments have shown three possible mechanisms which, 
either separately or together, might account for this contami- 
nation. These are: (a) back pressure, forcing fluid from the 
muscle into the needle; (b) spread of blood from the tip of 
the needle towards the syringe ; and (c) suction when removing 
the needle from the syringe, aspirating the needle contents 
back on to the tip of the latter. 


Back Pressure from the Muscle 


For some time it has been recognized by the dental profes- 
sion that, when injecting a local analgesic under pressure into 
the fibrous tissue of the gum, fluid is forced back and con- 
taminates the syringe. Hence it ‘is customary for dentists to 
use a clean syringe for each different part of the gum if any 
evidence of infection is present. Again, when giving an intra- 
muscular injection with a small syringe it is not uncommon 
to note that the plunger returns for a short distance when the 
pressure is released at the end of the injection. To demon- 
strate this more accurately a series of 12 intramuscular injections 
of 1 ml. of normal saline were giver into the contracted quadri- 
ceps by means of a 1-ml. vaccine syringe. In two instances fluid 
was noted to return, to approximately the volume of 0.02 and 
0.04 ml. 

Further experiments were carried out in which saline was 
injected intramuscularly, and immediately the injection was 
completed the needle was switched (by means of a two-way 
tap) to a manometer, which consisted of a 1-ml. micropipette 
graduated in hundredths of a millilitre. The results obtained 
are detailed in Table V. 


TaBLE V.—Return of Fluid from the Muscle After Injection 





Volume of Fluid Injected (ml.) | Muscle Tone | Volume of Fluid Returned (ml.) 
0:5 Relaxed 0-0025 
1-0 + | 0 
2:0 0-005 
3-0 ‘i 0-100 
0:5 Contracted 0-045 
1-0 0-010 
2:0 0 
0:5 0-010 
1-0 | 0 
2-0 | | 0-035 





Thus varying amounts of saline up to a maximum of 0.1 ml. 
were returned from the muscle into the manometer. These 
latter results, however, are open to criticism. In the first place, 
a certain rise of fluid level in a narrow-bore tube can be caused 
by the surface tension of the fluid. Further experiments suggest 
that this may partly explain these results, but it is my opinion 
that this is not the whole explanation and that the return of 
fluid is in part due to the elasticity of the muscle. Secondly, 
the conditions of the experiment are not comparable with those 
existing when a routine injection is given and when returning 
fluid displaces the heavy plunger of a syringe ; it seems possible 
(although it is not proved) that returning fluid can displace 
fluid through leaky joints in the syringe without moving the 
plunger at all. 


Spread of Blood Along the Needle Towards the Syringe 


If. the tip of the needle is contaminated with blood the red 
cells gradually spread along the. needle towards the syringe. 
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To demonstrate this the following technique was used. An 
all-glass 2-ml. syringe with a No. 23 needle attached was filled 
with normal saline and a tiny drop of citrated blood (as used 
for estimation of sedimentation rate by the Westergren method) 
was placed on the tip of the needle by means of a Pasteur 
pipette. After an interval varying from 15 to 60 seconds the 
needle was cut off at the socket with wire-cutters, the socket 
removed from the syringe, and the drop of saline on the tip 
of the syringe examined for red cells. It was found that 
contamination could occur in 45 seconds, as the results shown 
in Table VI demonstrate. 


TaBLE VI.—Spread of Red Cells Along the Needle Towards the 
Syringe 





Time Interval between 
Application of Red Cells 





at Tip of Syringe 





an 
Cutting the Needle 














Expt. 1 | Expt. 2 | Expt. 3 | Expt.4 | Expt. 5 
15 secs. 0 0 0 0 0 
aD es 0 0 0 0 0 
eS ss 0 4,608 396 0 0 
ae 780 0 0 13,392 13,392 





Aspiration of Contents of Needle when it is Removed from the 
Syringe 

That this actually occurs can be very simply demonstrated. 
A syringe with needle attached is filled with fluid and the 
plunger pressed until a small drop of fluid appears at the tip 
of the needle ; if the needle is then removed from the syringe 
the drop is immediately sucked back. 

Gross contamination of the syringe by this mechanism was 
demonstrated with a similar method. The syringe, with the 
needle attached, was filled with normal saline and a tiny drop 
of citrated blood was placed on the needle-tip ; the needle was 
then removed from the syringe and the drop of saline at the 
tip of the syringe was examined for red cells. Contamination 
resulted, as can be seen in Table VII. 


TaBLe VII.—Aspiration of Needle Contents on Removal from 














Syringe 
— No. of Red Cells in 0.9 c.mm. of Saline in Drop at Tip of Syringe 
oO ieee 
Needle Experiment 1 Experiment 2 | Experiment 3 
23 105 Too numerous to count} Too numerous to count 
21 Too numerous to count ' = me 
19 70,560 26,784 = 











Further experiments, which it is unnecessary to detail here, 
have shown that the amount of fluid which can be aspirated by 
this means may be as large as 0.1 ml.; this is more than the 
internal volume of the needles used. Hence it is probable that 
when the needle is removed from the syringe the whole of the 
contents of the needle (but not of the socket) are aspirated and 
replaced by air. 


Discussion on Syringe Conta:nination 


From the above experiments it is clear that in a high pro- 
portion of cases a syringe is contaminated after a single 
intramuscular injection of 1 ml. has been given. The limited 
number of investigations carried out suggesis that contamina- 
tion occurs as follows. A small amount of fluid is forced 
back into the needle after the injection, or traces of blood 
are left on the tip of the needle when it is withdrawn ; this 
blood tends to spread slowly along the neecle, and on removing 
the latter from the syringe the needle contents are aspirated, 
leaving a contaminated drop of fluid on the tip of the syringe. 
This drop contaminates the next injection despite the changing 
of the needle. It seems possible that in exceptional circum- 
stances (and particularly when a large quantity is injected) fluid 
is actually forced from, the muscle into the syringe and directly 
contaminates the syringe contents. 


Summary 
A series of cases of jaundice following peniciilin treatment is 
reported.” It is considered that this condition is transmitted from 
patient to patient by means of contaminated syringes. 
Experiments are described which show that a single intramuscular 
injection of 1 ml. of fluid may lead to contamination of the 
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syringe used. The mechanism by which this contamination occypsfphis is & 
discussed. pony layé 
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PYOGENIC OSTEOMYELITIS OF THE SPI 


BY 


PETER MARTIN, M.Chir. 
Chelmsford and Essex Hospital 


Although pyogenic osteomyelitis of the spine is generally cq 
sidered to be a rare and fatal disease, a perusal of the literat 
and a more ready appreciation of the possibility of the cond 
tion lead to the conclusion that it is considerably more comm 
than was originally thought and that it is by no means so fat 
as has been considered. Wilensky (1934) and Kulowski (19% 
in the United States have described the condition well, ay 
Turner (1938) in this country has added to our knowledge. | 
is agreed that osteomyelitis of the spine, forming part of 
generalized bacteriaemia, has been almost invariably fatal, a 
Butler et al. report a mortality of 100% in 13 cases, all occurrig 
in children and young adults. It may be that penicillin wi 
brighten this gloomy picture. 

These cases are often so acute and fulminating that an ant 
mortem diagnosis is not made owing to the intense toxaemia 
the patients; the more hopeful variety of the disease is thi 
where the pathology is limited to one or other region of t 
spine, and in these cases the mortality rate is somewhere in t 
region of 25%. There is reason to suppose that cases labelle 
tuberculosis of the spine, which do so well with an early fir 
bony fusion, are in reality cases of pyogenic osteomyelitis, 4 
will be discussed later, and when these cases are recognized | 
may be that the mortality is even lower. 

The disease is approximately three times more common 
males than in females, and the age of onset is predominantl 
the third decade—that is, after the vertebrae are fully forméd 
—thereby differentiating it from osteomyelitis occurring in lon 
bones. This age incidence is no doubt due partly to the fad 
that there is no true epiphysial growth in the vertebral bodies 
and partly to the presence of a cellular bone marrow with! 
sluggish blood flow, thereby encouraging embolism and throt 
bosis in pyaemic states. Such a condition of bone and blod 
flow is normally present in the metaphysial areas of long bones 
thus accounting for the more usual incidence of osteomyeliti 
in these bones in adolescence. 


Aetiology and Pathology 


The influence of trauma as an aetiological factor is doubtfu} 
and in Kulowski’s series of 102 cases there was a history | 
trauma in 30%. In the present series Case 4 appears to dai 
from a fall, and Case 3 is of interest as occurring after 
lumbar puncture, whether or not that was a factor ; but in th 
remainder there does not appear to have been any injury. 

The lumbar region is most frequently involved, and the bodis 
of the vertebrae are generally affected, usually as a metastat 
phenomenon, the primary focus being recognizable in abo 
half the cases as a topical infection such as a boil, whitlov 
tooth infection, septic wound, or another focus of osteomyelitis 
and the causative organism, if it can be obtained either direct! 
or by blood culture or from the primary focus, is a Stap 
aureus, less commonly albus, or rarely a streptococcus. Dire 
infection can of course occur. 

Pyogenic infection in the early stages gives rise to an ul 
ating lesion showing a liability to spread to adjacent segmen' 
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ion occurfpfhis is due to the fact that the vertebral bodies lack a compact 
bony layer, thus allowing the intervertebral disk early to become 
ybjected to the suppurative process; and the disk substance 


Jougl é ‘ 
AMC,’ ; rapidly and extensively destroyed by the action of the proteo- 
s Paper, Bitic enzymes of the pyogenic exudate and the adjacent body is 










sirectly infected. In tuberculous infection, however, the disk 
wibstance is not so readily destroyed, and, as it has no vascular 
ot lymphatic connexion with the vertebral bodies bounding it, 
tofiers a formidable barrier to the spread of the disease. For 
uberculous infection to attack adjacent segments the process 
myst spread under the anterior common ligament, whence it 
reaches neighbouring vertebrae by way of their anterior sur- 
faces, and considerable remnants of disk substance may remain 
after destruction of adjacent segments by disease (Fig. 1). 
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Fic. 1.—Tuberculous disease of spine. Showing comparative 


minantlf persistence of intervertebral disk, collapse of the vertebra 
/ forméef below and rarefaction of the bone of the anterior aspect of the 


g in long vertebra above, and spread of disease anteriorly to, rather than 
the fa through, the disk. 
1 bodies 


Radiologically these changes are of value in the differential 
diagnosis, as in pyogenic osteomyelitis early narrowing or dis- 
appearance of the intervertebral space is evident. Narrowing 
of the Space is also seen in tuberculous disease, and in this 
case is due to disease-softened osseous or ligamentous tissue 
allowing the semifluid nucleus pulposus to prolapse into the 
vertebral bodies above and below, and is neither so early nor 
so marked a feature as in pyogenic infections. The abundant 
blood supply, with a local, excess of calcium, results in early 
oubtfu and massive new bone formation, giving rise at first to a 
story "beaking” of the lower and upper margins of adjacent 
to daif vertebral bodies, and later to a fusion of adjacent vertebrae 
after by means of these bony outgrowths. Similarly the free 
tin th blood supply and the cancellous nature of the bone rarely 
apsiol give rise to the formation of sequestra of such a size that they 
> bodic§ ale not readily absorbed. This subperiosteal new bone forma- 
stastatif “lon, occurring often within a few months of the onset of the 
1 abou se, is the exact antithesis of the pathology of tuberculosis 
vhitlovg of bone, where the essential lesion is destructive and where new 
yyelitisf bone formation and bony fusion hardly occur. In pyogenic 
directif Steomyelitis collapse of the bodies and gibbus formation are 
Stapf} ™t common, as the severity of the symptoms leads to the 
Dire Patient's taking to his bed at an early stage of the disease. 
Ppuration is common and abscess formation often occurs, 
“Metimes leading to the formation of large abscess cavities, 
ich generally enlarge forwards and are guided in their course 
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usually by normal cleavage planes. Thus in the cervical region 
retropharyngeal abscesses may result; in the thoracic region 
posterior mediastinal abscesses, which may perforate pleural or 
pericardial cavities ; in the lumbar region psoas or perinephric 
abscesses, and in the sacral region pelvic or pelvirectal abscesses, 
may be seen ; and sinus formation is not an uncommon compli- 
cation. Occasionally large abscesses form where the bone focus 
is minimal in extent and not detectable on x-ray examination. 
Unusually an epidural abscess occurs, and this results in com- 
pression, meningitis, or vascular disturbance in the cord, with 
a mortality rate of 50%. The onset of spinal symptoms in 
pyogenic osteomyelitis is sudden and dramatic compared with 
the slow and gradual appearance of similar symptoms in 
tuberculous disease, except in those rare cases in the latter 
condition where paraplegia has a sudden onset due to bone 
displacement. It is interesting to note that Browder and Meyers 
(1941) considered that 10 out of 14 cases of epidural abscess 
resulted as a direct spread from an oSteomyelitis of the spine. 


Signs and Symptoms 


Clinically the onset is often acute, but sometimes subacute or 
insidious ; in very acute cases the local signs may be overridden 
by the intensity of the toxaemia. Spontaneous intense lumbar 
pain, often diagnosed as lumbago or fibrositis, which is diffuse 
at first and later localized, is always present, and is usually of 
sufficient severity to confine the patient to bed, and often 
severe enough to render him helpless, fixed, and unable to 
move. It is accompanied by a marked degree of spasm of 
the erector spinae, and all movements of the spine are markedly 
limited and painful. Localized tenderness appears later 
owing to the original depth of the lesion, but once apparent it 
is very persistent. Should the disease attack the posterior pro- 
cesses, oedema and tenderness of the back muscles, and later 
abscess formation deep to or within these tissues, may occur. 
In the early stages a blood culture may be positive and the 
primary focus may be seen. Pyrexia and leucocytosis are 
present in varying degrees, but signs of an acute and severe 
systemic upset are often not prominent. An increasing leuco- 
cyte count indicates progress to abscess formation. When the 
bone focus is minimal an abscess may present clinically, and 
in cases of obscure, deep-seated pus pyogenic osteomyelitis of 
the spine should be considered. Where a sinus is present, 
injection of scrapings into a guinea-pig is of value in the 
differentiation of pyogenic from tuberculous osteomyelitis, or 
a secondarily infected tuberculous disease from an osteomyelitis 
of pyogenic origin. When the disease process is rapidly limited 
by the natural defences of the body—which, fortunately, is 
generally the case—the early tendency to a firm bony union 
is seen on x-ray examination, and may occur two to three 
months after the onset of the disease. 


Diagnosis 


The radiological findings are of great importance in the 
diagnosis of the condition, although in the fulminating cases 
no changes will be seen, as these have not had time to develop 
before a fatal outcome; and in some cases where the bone 
focus is minimal in extent they may never be evident (Case 1). 
When the disease attacks the body it may be two to three 
months before changes are seen on x-ray examination. The 
first sign is a narrowing of the intervertebral space, with a 
moth-eaten irregularity of the bodies bounding it. At the same 
time there is an increased density of the affected vertebrae, 
sometimes with areas of mottled rarefaction, in contrast to 
the generalized decalcification evident in early tuberculosis. At 
about the same time, or shortly afterwards, subperiosteal new 
bone is formed at the margins of contiguous vertebrae, leading 
to a beaking which continues to increase in size ; these eventu- 
ally fuse together, resulting in a bony ankylosis. This process 
is complete at a relatively early date, and in one case was seen 
seven months after the onset of symptoms in spite of incom- 
plete immobilization in this particular instance. 

The diagnosis in the early stages of the disease rests on the 
severe backache accompanied by pyrexia and a leucocytosis 
and possibly by rigors. In a number of cases there is a history 
of a primary focus of infection. Diagnosis is often not com- 
pletely clear until a later stage, when x-ray changes become 
apparent. The differential diagnosis of the subacute or chronic 
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form from tuberculosis of the spine may present difficulties, 
but the following points should decide without any great doubt. 


Pyogenic Osteomyelitis Tuberculous Osteomyelitis 


Ce | 


Site of disease 





Body usually, often appendages | Body almost invariably 


Primary focus | Topical pyogenic infection Other tuberculous focus 
| present in 50% | often detectable 
Onset | Usually very sudden; some- | Gradual 
| times gradual 
Pyrexia Variable, often marked Variable, seldom marked 
Pain Persistent aching 


Leucocytosis Not a feature 


May be marked 


aoa 2 
. | Usually intense 

Vertebral collapse | None | Usual ; 

X-ray findings | Increased density. Subperi- | Decreased density. No 
| osteal new bone formation. | new bone _ formation. 
| Spread through _ interver- | Spread via anterior sur- 

tebral disk face of bodies 

Cord involvement | Rare and acute onset Common and _— gradual 

onset 

Course Short to bony fusion Prolonged to _ recalcifica- 

} tion and fibrous fusion 
Treatment 


The treatment of the condition consists in immobilization of 
the spine, preferably in a plaster bed, until the disease process 
is over and bony fusion is complete. Abscesses, if they form, 
should be evacuated with scrupulous attention to the prevention 
of secondary infection, and penicillin both locally and systemic- 
ally plays an important part in the treatment. Fusion of the 
affected vertebrae by means of an Albee graft has been 
suggested, but this is not necessary, as new bone formation 
leading to bony ankylosis between adjacent diseased vertebrae 
is an early and constant feature. 


Illustrative Cases 


Case 1.—A child aged 4 was admitted with a history of being off 
colour for five days and complaining of a pain in his back. He 
showed signs of meningitis and there was intense spasm of the 
lumbar muscles. His C.S.F. contained pus and Staph. aureus. 
Laminectomy of the third and fourth lumbar vertebrae was done, 
and an abscess was found arising in the body of the third 
lumbar vertebra and perforating the dura. The arachnoid was 
intact. The abscess was evacuated; 30,000 units of penicillin were 











Fic. 2.-Skiagram of Case 2 three months after the onset 


of backache, showing narrowing of the intervertebral space, 
moth-eaten irregularities of the bodies bounding the space, and 
generalized increased density. 
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instilled, and a further 60,000 unite were injected into the ventrigh al 
The patient made a comple'e recovery, but at no time were the a 
‘any x-ray changes. ge 
Case 2.—A man aged 54, on getting out of bed for the first tif oot 


after treatment for multiple abscesses, experienced a sudden intengy C45¢ 5 
pain in the back. This pain confined him to bed, during which jjgpf @ Si™ 
Tpbscess ¢ 
ign incree 
Hourth th 
was nafl 


—— 








14 months after the 


Fic. 3.—Skiagram of the same case | 
onset of backache, showing firm bony union between beaks of 


affected vertebrae. Fr 





he showed a moderate fever with pyrexia up to 102° F. (38.9°C. 
He was treated by recumbency, and three months later changes wer 
apparent on x-ray examination (Fig. 2). Five months after the onse 
of symptoms subperiosteal new bone and beaking were seen, ani 
he was allowed up in a plaster jacket. Bony fusion became apparen 
14 months after the onset; this afterwards enlarged and strengthenel§: 
(Fig. 3), and three months later he discarded ail fixation and wa 
symptomless, apart from stiffness of the lumbar spine. 

Case 3.—A naval officer aged 32 developed pyaemic cellulitis of * 
each arm following an osteomyelitis of the skull complicating :fatien 
shrapnel wound. Sequestrectomy was done and the patient becam 
symptomless. A lumbar puncture was performed to_ investigat 
the condition of the C.S.F. as a result of the head injury. Tw 
months after this he developed a severe backache, with fever and i 
slight leucocytosis. He was treated in recumbency, and three month 
after the onset of backache x-ray examination showed signs (ff 
pyogenic osteomyelitis. The condition progressed satisfactorily an: 
a sound bony ankylosis resulted (Fig. 4). 











In this case a possible contributory factor is the lumba}. 
puncture, causing. a local lesion in the disk or adjacent bonsF 
and leading to a focus of diminished resistance to infection} 
Alternatively the focus of disease and the lumbar puncture ma\f 
have been coincidental. 


Case 4,—A naval rating, aged 32, ten days after a fall down iy 
pile of bombs developed an intense pain in the lumbar region 0 
the spine. For the next three to four weeks he had a slight fever} 
the temperature rising to 102° F. (38.9° C.), with occasional rigor" 
and a white cell count of 17,000.. A month after the onset of thi 
pain an upper premolar tooth was extracted, and pus containing 4 Brov 
staphylococcus was obtained from the socket. He was treated if Ke 
recumbency, and nine months from the onset firm bony fusion witht Turr 
a diminished disk space was seen on x-ray examination. He Wa'f Wile 
returned to full duty six months later. ae 


In this case it is reasonable to suppose that the fall caus¢t A 


vascular damage in the body of the third lumbar vertebra¢ “4 
hau 
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tting Up a local focus where staphylococci from the infected 

oth socket lodged. 

Case 5.—A naval rating aged 25 was admitted to hospital because 

fa sinus of the posterior chest wall following the incision of an 

nscess at this site eight months previously. A skiagram showed 

ased density of the left side of the bodies of the third and 
i rtebrae, and the intervertebral space between these 
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Fic. 4.—Lateral view in Case 3 seven months after the onset 
of backache, showing massive bony bridging. 
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wer border of the third dorsal vertebra. The adjacent heads and 
ecks of the third and fourth ribs showed widening and irregular 
ickening, and a similar appearance was evident in the corresponding 
ansverse processes. Examination of the pus from the sinus 
dicated a mixed staphylococcal and streptococcal infection, and 
opsy of the sinus wall showed no evidence of tuberculous 
anulation tissue. 


llulius of The records of this case are incomplete, but according to the 
cating «atient he was feverish at the time of the dorsal backache. 
t became he x-ray appearances point to a pyogenic infection, although 
a n original tuberculous infection with a secondary pyogenic 
= end? ne cannot be ruled out. It is in such a case that inoculation 
e month fa guinea-pig with sinus scrapings would be valuable, but 
signs dfs Was not done owing to the patient’s repatriation to Canada. 
orily ani 
Summary 

The aetiology, pathology, clinical signs and symptoms, and treat- 
ent of pyogenic osteomyelitis of the spine are described. 


It : Suggested that the disease is more common than has been 
ought. 


lumbar 
nt bone, 
nfection. 
‘ure ma! 
| It seems that many cases of osteomyelitis of the spine, labelled 
berculous, are in reality pyogenic in origin. 


down i At least in adults the disease is less fatal than has been 
bogs O' Ronsidered . 

ht fever Th 

yy sm The notes 5 rese 

al rigor es of five cases are presented. 
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, — A copy of the United States National Institute of Health Bulletin 
Tlebracgho. 184 Is available in the B.M.A. Library. It is devoted to an 
Knaustive investigation into ticks of the genus Joxides. 
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TREATMENT OF OSTEOARTHRITIS BY 
LACTIC ACID INJECTION 


A SERIES OF 26 CONSECUTIVE CASES IN GENERAL 
PRACTICE 


BY 
R. MAWSON, M.R.C.S., L.R.C.P. 


Stimulated by the work of Grant Waugh on intra-articular 
injection of lactic acid with procaine into the hip we recently 
gave his treatment to a series of 26 patients. The series com- 
prised 6 cases of arthritis of the hip, 18 of the knee, 2 of the 
wrist, and consisted of the following types: osteoarthritis of 
the elderly ; post-traumatic ; so-called ‘“ menopausal” ; post- 
infective ; and residual deformity stage of rheumatoid arthritis. 
The cases occurred in semirural general practice and were taken 
from all social strata in our valley community. Economic 
factors prevented serial radiographs and periodic estimation 
of the erythrocyte sedimentation rate, and the treatment was 
domiciliary in all instances but one. 

Case records were kept as simple as possible, and notes of 
progress consisted of statements made by the patient and his 
relatives, together with my own observations. It was difficult 
always to assess evidence of progress or deterioration in 
objective terms except when the patient showed dramatically 
changed physical signs—e.g.. doubled range of movement at 
the affected joint. A guide to progress in this disease is the 
distance that can be walked before and after treatment. This 
criterion was used in most cases. However, clinical medicine 
in general practice includes sundry observations of patients in 
the street, in shops, in the village dance hall, and in the public 
house. I should be more pleased to see an osteoarthritic at the 
end of a fish queue than a small change in her sedimentation rate. 
Grant Waugh’s assessment of progress was based on the degree 
of overall disability, expressed as a percentage, taking 90 to 
100%, disabled to describe patients confined to bed, and 70 to 
80°, for those avle to walk with considerable difficulty. 

It is not easy to classify stages of recovery. So often psycho- 
logical factors distort the clinical picture. It is well known 
that all forms of rheumatism and neurosis are often closely 
related, but it is not desirable here to add to the hothouse 
flavour of some of the observations made by certain workers 
in this field: ‘‘ The cramped muscle reflects the cramped mind ” 
is an illustration. Reference will be made subsequently to 
certain features of anxiety which obscure the slighter signs of 
recovery in this type of patient. 

The clinical state before and after treatment was based on 
inquiry into the following: pain and tenderness ; deformity and 
posture ; anorexia and insomnia ; maximum walking distance ; 
stiffness and alteration of gait; effusion; mental distress. 

Below are given a table showing results of treatment in the 
series of 26 and records of four typical cases. ; 








faints No. of Cases Age Av. No. __ Results 
Affected M. | F. Range | Injections Better | No Change | Worse 
eee iis Rene eee ene ae BIRT oka ene 
Hips... 4 2 36-67 4 s: | hee 0 
Knees |. 1 | 17 | 42-73 4 17 | i 0 
Wrists | a 2 


| l | 1 0 


Case Histories 


Case 1.—Mr. D., a landworker aged 36, had suffered from osteo- 
arthritis of the left hip for 7 years, the result of a fractured femoral 
neck in 1927 (4 months in plaster). His symptoms were pain, 
stiffness, and insomnia. Examination revealed quadriceps and 
gluteal wasting, concealed hip flexion, flexion 60°, extension nil, 
adduction and abduction very small, rotation ni/J. All movements 
were painful. Walking distance before treatment: 1/4 mile (400 
metres) in great pain. He was on the point of giving up his 
employment. Treatment consisted of four injections. The first 
injection brought a dramatic improvement; the patient could not 
only walk easily, but was actually able to run—something he had 
not been able to attempt for several years. The third and fourth 
injections produced much pain, and work stopped for 10 weeks 
He is now back at ‘work, and can walk up to 4 to 5 miles (6.5 to 
8 km.) a day. There is still pain in the joint, but he can tie his 
left shoe-lace. All movements have increased, particularly flexion 
—~—almost to 90°. ‘There is no concealed hip flexion. A radiograph 
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Fic. 1.—Radiograph of Case 1, Feb. 14, 1946. 


(Fig. 1) taken on Feb. 14, 1946, reveals loss of spacing, flattening 
of the head of the femur, sclerosis and broadening of the neck 
with buttress formation, suggesting an old injury to the neck of 
the femur and now showing. changes of osteoarthritis. From the 
appearance this buttress should interfere with the movement of 
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Fic. 2.--Radiograph of Case 1 taken on March 21, 1946. 
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the hip-joint. It is not quite clear whether the buttress has fu 
with the lower part of the acetabulum. Fig. 2 shows the condigj 
on March 21, 1946. 

Case 2.—Miss P., a housekeeper aged 63, had her hips, knees. ; 
wrists affected during a period of 9 years, the cause being rheun 
toid arthritis. She had great pain, particularly in the right kn 
and knee movements were almost nil. She suffered from log, 


sual’ 
di om: 
of the 
he ne? 
at th 
physi 


sleep and appetite, and had been taking eight aspirins daily. § gint af 
could only hobble around with the aid of two sticks, and had, after 7 
been outside the house for months. She received two injectig™equen! 
in the right knee, which was manipulated under pentothal. There 
now almost complete loss of pain in the knee, which shows grea} 
increased movement. She can carry a loaded tea-tray upstairs, y 
she can walk half a mile (800 metres) to the post office with In ce 
aid of a stick. Her general state—colour, appetite, mental out| ntain 


—is very much improved. She is almost weaned from salicyly stiff pa 
Case 3—Mr. W., a gardener aged 65, had his right hip-jo 0 be fc 
affected for 8 years. His symptoms before treatment were paqto Sali 
(which made him give up work), stiffness and diminished moveme 
and he could walk only about 200 yards. He was given t 
injections. Increased movements at the right hip resulted and th 
was far less pain. He resumed work after the second injecti 
Since then (March, 1946) he has worked 8 to 9 hours a day ; 
is able to attend to his own garden in the evening. 
Case 4.—Mrs. B., a housewife aged 69, had the shoulders, wri 
and small joints of the hands affected, especially the left wrist. 
symptoms were pain, anorexia, insomnia, immobility of wrists, q 
wasting of the small muscles of the hands. She was unable 
feed herself through inability to grip knife and fork. Her } 
had been put downstairs because she could not manage the stai 
Her walking distance before treatment was nil. The patient receiv 
two injections in the left wrist. Movements at that joint began 
few days after the first injection. She can now flex to 70° and do 
flex 30°, and there is no pain or swelling. Her grip has improvg 
and she can feed herself and get upstairs. 


Technique 


From 15 to 20 ml. of a stable solution of 0.2% lactic a 
with procaine, having a hydrogen-ion concentration of 5.2, 
injected into and around the hip-joint on each occasion. 
similar amount may be injected into the knee-joint, but | 
wrist-joint will only take amounts varying from 2 to 5 
Skin steril zation is effected by 1% “ cetavlon” or 1 : 1,000 aq 
flavine. Skin, subcutis, muscle, and joint capsule are infiltrat 
with “ novutox,” the average amount required being 20 ml. ; it 
greatest in the case of the hip-joint in obese patients, a 
smallest in injection of the wrist. For the hip-joint a 6: 
(15cm.) Record needle with wide bore and of high ten 
strength is employed. For the other joints sturdy intramuscul 
needles will suffice. 

Approach to the hip-joint is made by two methods. (i) A 
terior: The needle is inserted midway between the grt 
trochanter and the intersection of the femoral artery wi 
Poupart’s ligament; it is directed upwards, parallel with i 
femoral neck, inwards and backwards. (ii) Posterior (Fig. } 
The needle is inserted at a point just posterior to the gra 
trochanter, and in an upward, inward, and forward directit 

In dealing with the knee-joint the needle is inserted 11 
(2.5 cm.) to the outer side of the patella (Fig. 4). 

Approach to the wrist-joint (Fig. 5) may be carried out eill 
(i) immediately distal to the tip of the ulnar styloid prod 
between flexor and extensor carpi ulnaris tendons, or (ii) dt 
sally between tendons of extensor pollicis longus and exten 























ee Appr 
indicis. 

Miscellaneous Observations.—An intra-articular injection Bhas jt, 
the hip-joint requires a strong needle with a sharp short beBrthrit 


as the capsule in chronic cases of osteoarthritis may be 
to 1/2 in. (1.25 cm.) in thickness. The reedle must be inse 
slowly without undue force. Once inside the joint the solul 
will run in easily. If much pressure is necessary the neé 
is probably outside the joint cavity embedded in the fib 
of the capsule. In two of the cases under consideration Piilways 
was experienced at the time of the injection (which had requiiQya qr; 
more pressure than usual), and this pain increased as the el amily 
of the procaine diminished. Pain of a deep boring charat 
persisted for several days and required the administration 


une pi 
anipy 
is eye 
his joi 
Patient 


the stronger barbiturates during that time. The thigh was The 
in the position of rest—internal rotation, semi-flexion, mental 
adduction. After the intra-articular injection the patient and pe 


asked to put the joint through all its movements by hims. i 
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wally it is found that there is an immediate loss of local 
‘eoomfort after the injection. Gentle passive manipulation 
if the joint follows the patient’s own active movements. For 


ss has fy 
he conditj 














:, Knees, alike next 48 hours the patient is advised to remain in bed so 

‘ing rheunfpat the joint shall not suffer weight-bearing. If the services of 

‘Tight kng physiotherapist are available the wasted muscles around the 

rom loss # int and elsewhere can be treated. A second injection is given 

Bees er 7 days, following exactly the same plan as before. Sub- 
ad 9 es * : H 

0 injectiggeequent injections, up to 6, are given if needed. 

al. Th : 

hows po Manipulation under “ Pentothal” Anaesthesia 

IDstairs, aw J, certain cases (from whose aetiology tuberculosis can with 

Ice with { 


ntal outhapecttainty be excluded) it may be necessary to manipulate the 
1 salicylaipstifl painful joint under pentothal. This procedure was found 
ht hip-jojgto be followed by some pain and anxiety. The former responded 
: were , 9 salicylates only, and was of short duration. The anxiety 


1 moveme 
, given t 
-d and thy 
diner” = =—Cl c(i‘ i(i‘i‘i‘éswY]:é‘CiC;CS 
a day 
ders, wris 
wrist. 
wrists, 4 
S unable 
Her 0 2 
e the sti DIRECTION 
ent receivg OF NEEDLE 
int began 
° and do 
is improv¢ 







gt Om Meg 


. 

examen P90 
--- e ®t 
aa ‘. 
‘ ; 

° So 

-. 
. 





lactic ag 
1 of 5.2, 
casion. 

it, but | 
2 tod 

- 1,000 aa 
> infiltrat 
20 ml. ; i 
tients, 2 \ 


int a 6 \ 
igh tens ‘ *, 


ramuscu ‘ 


Fic. 3. 
Posterior approach to the hip-joint. 







RADIAL 
ARTERY 


EXTENSOR 
POLLICIS 

LONGUS 

ds. (i) A i 

the grt . ‘4 
rtery Wi 
| with t 
r (Fig. } 
» the gre 
1 directi 
serted li 


EXTENSOR 
INDICIS 


DIRECTION 
OF NEEDLE 


1 out eitl 
id prod 
or (ii) d 


Fic. 4. 
1d exten 


Approach to the knee-joint. Approach to the wrist-joint. 

njection has its origin in the belief—so commonly held by the chronic 
hort berthritic—that the affected joint will never move freely again. 
nay be Bthe patient’s return to consciousness is awaited and the joint 
be inseffnanipulated and flexed to its fullest extent, so that on opening 
he solutfhis eves the patient sees the degree of angulation possible in 
the neéhis joint. Quadriceps weakness makes it impossible for the 
the fittatient to flex the hip completely at this stage, but there is 
ration Palways an improvement on the original degree of movement. 

















ad ee Nuudriceps drill, patient masseur, and encouragement from the 
s the liffamily will do the rest. 
g chara( 


stration 





h was Mk Stages of Recovery 
exion, The first symptom to disappear is pain, followed bya changed 
patient mental outlook. To patients who previously were lethargic 
sy hims And pessimistic new hope is given. Sleep and appetite improve. 
48 atrophied muscles are stimulated by massage the patient 









ventures to do more about the house, and gradually leave is 
taken of the bedroom. The difficulty of stairs is overcome, 
and provided progress is maintained the patient is soon in the 
garden. Fresh air and exercise enhance the sense of well-being, 
which in turn promotes recovery of the local condition. 


Summary 


A series of 26 cases of mixed forms of arthritis is reviewed after 
treatment by intra-articular acid injection. The technique of injection 
of hip, knee, and wrist is described. 

Of the pauents, 6 were wage-earners. Recovery was’ sufficient in 
all six to enable them to return to their previous employment. 

Of the remaining 20, mostly housewives, 18 were able to resume 
or do much: more housework, with considerable relief of symptoms. 
Of the other 2 cases, one declined to have more than one injection, 
for domestic reasons; the other, with active rheumatoid arthritis 
of the wrists, showed no improvement. 
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DISAPPEARANCE OF SECONDARY 
SARCOMATOUS DEPOSITS IN THE LUNGS 
AFTER STILBOESTROL THERAPY 


BY 


J. GUNN ROBERTS, M.B., Ch.B. 
Assistant, Surgical Unit, Welsh National School of Medicine 


The beneficial effects of stilboestrol in the treatment of carci- 
noma of the prostate are well known, where not only the 
primary growth but also secondary growths in lung and bone 
have been kept under control and in several instances have 
disappeared completely. Less permanent and less dramatic 
effects have been observed in several cases of carcinoma of the 
breast treated similarly. Few successes have been claimed in 
any other type of growth. 

In this communication a case of malignant endothelioma is 
recorded where secondary growths in the lung disappeared 
radiologically after stilboestrol therapy and where the patient 
was apparently free of active tumour two years later. 






































Fic. 1—Skiagram of chest (June, 1944) showing multiple 
secondaries in both lung fields. 
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Case History 


A married woman aged 25 was admitted on Oct. 15, 1942, to 
the wards of the Surgical Unit with a swelling of the left shoulder 
region of five months’ duration. The swelling was situated on the 
anterior aspect of the shoulder and was obviously attached to the 
deep surface of the deltoid muscle. Its edges were well defined and 
it was tender. There was no limitation of the movements of the 
joint. X-ray photographs of the shoulder and chest showed no 
obvious radiological abnormality. On the 23rd an _ exploratory 
incision was made over the tumour and a large infiltrating growth 
was found deep to the deltoid muscle; it was adherent to the 
periosteum of the humerus and extended upwards to the capsule of 
the shoulder-joint, from which it obviously had its origin. Most 
of the tumour was removed. Histologically it was diagnosed as a 
malignant endothelioma (Prof. J. B. Duguid). Because of the nature 
of the growth a fore-quarter amputation was carried out on Nov. 5. 

The patient made a good recovery and was in excellent health 
until June, 1944, when she began to have severe chest pain; a 
cough developed and she started to lose weight rapidly. When 
seen a few weeks later she was obviously cachectic, had lost 2 stone 
(12.7 kg.) in weight, and was no longer able to carry out her 
household duties. An x-ray photograph of the chest showed exten- 
sive secondaries in both lung fields (Fig. 1). As a palliative measure 
stilboestrol therapy was recommended. She was given bi-weekly 
injections for several months by her own doctor, and later had a 
small maintenance dose by mouth; the exact dosage is not known. 

She did not report to the follow-up clinic till November, 1945. By 
then her general condition was much improved; her cough, lassi- 
tude, and chest pains had completely gone and she had made good 
her previous loss of weight. A skiagram now showed the complete 
disappearance of the lung secondaries (Fig. 2). When last seen by 














Fic. 2.—X-ray photograph eighteen months later, showing 
complete radiological disappearance of the secondaries after 
stilboestrol therapy. 


me, on July 15, 1945, 3 years 9 months after her amputation and 
2 years 1 month after the institution of stilboestrol therapy, the 
patient was in excellent health and was without symptoms. X-ray 
examination still showed both lung fields clear of metastases. 


I am indebted to Dr. J. B. Duguid, professor of pathology at the 
Welsh National School of Medicine, for the histological report. 











With the signing by the President of the United States of the 
Hospital Survey and Construction Act, an appropriation of 375 
million dollars is authorized during the next five years for the 
provision of hospitals and health centres. Three million dollars is 
also authorized for State-conducted surveys of need. These must 
be made preliminary to the granting of Federal funds for con- 
struction. The Act provides latitude for each State to develop its 
own programme of hospital and health centre construction, to be 
administered by State authorities under standards specified by the 
U.S. Public Health Service. The Surgeon-General wiil be assisted 
in establishing standards by a newly created Federal Hospital Council 
consisting of eight members to be appointed by the Federal Security 
Administrator. 
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Subacromial Dislocation of Shoulder bow Ss 
; ‘ ' ' . etiologic 
In view of the rarity of posterior dislocation of the shouldefpitd. 1, 
the following case is considered worthy of description, minal 
jish te 
Case REPORT ei ote 
The patient, a frail but active old lady of 88, was referred , 
hospital by her doctor, with a diagnosis of posterior dislocation , tiovut 
the left shoulder. The history was that she had slipped while coo, : 
ing supper, and, being unable to put out her arm in time to sa 
herself, she received the fuil force of the fall on the anterior asped N 
of the left shoulder with the forearm held across the body. P 
On examination the left arm was fully adducted and mediaii ; 


rotated, the forearm being held across the chest and supported 

the opposite hand. The anterior aspect only of the acromion wa 
seen, and was felt as a prominent ridge, and the head of the humer 
could easily be palpated through the thin posterior axillary fojj 






















Movement at the affected shoulder was limited and extremely painfyj [ 
X-ray examination was carried out in the antero-posterior an 
lateral planes, and the presence of a posterior dislocation of th 
shoulder was confirmed. The radiologist’s report (Dr. J. D. Brow. 
was as follows: “Left shoulder. Subacromial dislocation of While h 


humerus. The head of the humerus is displaced upwards an@the con 
rotated medially, and the neck rests on the posterior rim of thgsimultat 
glenoid fossa, nearly the whole of which is uncovered. The conoi litary 
tubercle of the clavicle is much enlarged, and there is a false articuk ‘hich 
tion between it and the coracoid process. The conoid ligament hy oa i 
ruptured, and these articular surfaces have separated, the scapul in suc 
being dispiaced downwards and rotated, the inferior angle moving duoden 
laterally.” that tw 
Reduction by Kocher’s method was accomplished without di perfora 
culty under gas-and-oxygen anaesthesia. The head of the humenglaemor 
appeared to re-enter the glenoid fossa at the end of the first move 














ment. The arm was immobilized in a sling for two days, then th A ma 
sling was discarded and active shoulder movements were starteiff 94), 
When seen again one month later the patient had a full range ofquratior 
movement in the left shoulder; she volunteered the information thay “ po 
this shoulder was better than the right one, which was the seat dave a 
rheumatism. In the radiographs taken after reduction osteoarthritiigme ye 
changes were seen in the acromio-clavicular and shoulder joinif op ¢ 
sillow ¢ 

DISCUSSION tions 27 

The rarity of this lesion is emphasized by-the fact that ngvety tet 


duodens 
uleer w 


owing to the thin atrophic nature of the tissues, the diagnos me 


was obvious on clinical examination. Again, contrary to th¥manner 
usual finding, there was no difficulty in recognizing the difdrinag 
placement in the antero-posterior radiograph. This was prob§545 p. 
ably due to the large area of the glenoid which was uncoveredghaemat 
Rendich and Poppel (1941) emphasized that clinical diagnosigpulse |: 
is difficult, and that posterior dislocation is nearly always missel transfus 
in the antero-posterior view. This view in the above cash. = 
confirms their findings that in subacromial dislocation the less¢i ml a 
tuberosity forms the extreme medial profile at the posteriof’ jn¢, 
lip of the glenoid fossa, with the head of the humerus directed only v 
posteriorly and medially. This appearance may be simulatell diginct 
by a normal shoulder in full medial rotation, but the head fperfora 
the humerus is directed backwards and laterally, and it is thfdiamet 
greater tuberosity which forms the extreme medial profile. phazea 
In a similar case described by Patel and Charton (1941-1! 
a man of 44 fell from a bicycle on to the anterior aspect of Mas 
the left shoulder. This case was reduced by traction mperfor 
abduction followed by adduction. Thomas (1937) emphasize only 3 
the frequent association of posterior dislocation with fractur| large 1 
of the tuberosities or neck of the humerus, and also its occurfand th 
rence during epileptic or other convulsions. He encountert menti¢ 
only four cases in over 6,000 shoulder examinations. Majfuleer | 
(1943) reported on three cases treated by the Nicola operatiot first u 
The first occurred in an epileptic and remained undiagnose@uler 
for eleven months ; the second was a recurrent posterior ditf diame 
location: and in the third, operation was indicated becaus§ curvat 
closed reduction proved unstable. forme 
The common mode of production is b \ and | 
pressure on the head of the humerus, either direct or throug So 
the elbow, combined with adduction of the limb across a ae 
chest and medial rotation. Rendich and Poppel produced the} lorati 
lesion in the cadaver by forced medial rotation. In the pre 
case the osteoarthritic changes in the shoulder may have playé 


reference to a case could be found in the British literature of 
the past fifteen years. The present case is unusual in that 


ackward and outwarl 


a part, through atrophy of the labrum glenoidale. . Arch) 
In cases which are not diagnosed, a new fossa forms behin 

the glenoid, and this false joint is compatible with a surprising!} 

good functional result. Failure to diagnose the lesion = De 

due to a misleading history or the presence of an associ D 


fracture which may seem to account entirely for the symptoms 


ISH 
Journay 


es. 


Nov. 9, 1946 


SUMMARY 


4.case of subacromial dislocation of the humerus is described in 
ich, contrary to the usual finding, both clinical and radiological 
“wnosis presented no difficulty. Kocher’s method was used to 
fyce the deformity, and a good functional resuit was obtained. 
or , was suggested that osteo-arthritic changes may have been an 
siglogical factor in this case. The condition should be borne in 
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shouldesid in cases of injury to the. shoulder in which radiological 
sn, fpumination appears to be negative. 
jwish to thank Mr. M, R. Ewing for permission to publish the case and for 
pin preparing this article. 
referred | A. MCEWEN SmitH, M.B., Ch.B., 
location , fdinburgh Royal Infirmary. House-surgeon. 
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and Haemorrhage 


ile haemorrhage and perforation are the most common of 
te complications of peptic ulceration, rarely do both occur 
imultaneously, or at an interval of some days, in a case of 
jitary ulcer. More rarely, two ulcers may coexist, one of 
which perforates and the other is the seat of the haemorrhage. 
‘#1, such an event one ulcer is in the stomach, the other in the 
duodenum. The interest in the following case lies in the fact 
tht two separate ulcers were present in the stomach; one 
piforated and the other gave rise to a rapid and fatal 
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Case REPORT 


A man aged 55 was admitted to Lewisham Hospital on Oct. 12, 
(42, complaining of acute upper abdominal pain of four hours’ 
duration. The pain ‘‘ doubled ’’ him up, and it was not relieved 
ty “powder.”” Although he felt nauseated he did not vomit. He 
Have a history of ‘‘ dyspepsia” two to three hours after meals, of 
wme years’ standing ; he consumed large quantities of alcohol. 
On examination he was found to be a well-built man with a 
allow complexion. Temperature 97° F. (36.1° C.), pulse 96, respira- 
tions 22. Urine contained a trace of albumin. His abdomen was 
very tender and rigid in all quadrants, and a diagnosis of perforated 
duodenal ulcer was made. At operation a fairly large pre-pyloric 
uler was found situated on the lesser curvature, with a small per- 
foration. There was a smail quantity of free gastric contents present 
inthe peritoneal cavity. The perforation was closed in the usual 
ry to thimanner, utilizing an omental graft, and the abdomen closed without 
the dis drainage. On Oct. 18 he vomited 1/2 oz. (14 ml.) bright-red blood at 
yas proMis45: p.m. At 10 p.m., while using the bed-pan, he had a_ large 
rcoveredgiaematemesis and collapsed. Temperature now was 98° F. (36.7° C.), 
diagnosi pulse 120, of poor volume, and respirations 24. An immediate blood 
ys misseig"ansfusion was given and oxygen administered by B.L.B. mask. 
ove cat” Oct. 19 he had three profuse melaena stools in quick succession, 
the lea his general condition rapidly deteriorated, and he died later that 
wy evening. 
Creel Unfortunately a fuil necropsy was not possible, the stomach 
smulail only was removed. Examination revealed the presence of two 
Imulalidisinct ulcers: the pre-pyloric ulcer which had perforated, with the 
hea perforation firmly closed, and a chronic ulcer, 3 cm. in its largest 
it is thdiameter, situated on the lesser curvature 7 cm. from the oeso- 
orofile. |phageal opening. and covered by recent clot. The upper half of the 
(1941-2)smach was filled with blood. 
spect of Masson and Simon (1927) reviewed ‘the literature of multiple 
ction iperforated’ gastric ulcers. They were able to find records of 
phasizelfonly 32 authentic cases, covering a period of 50 years. The 
fractur{ large majority were of the “ kissing” type—one on the anterior 
ts occurfand the other on the posterior wall, opposite each other. No 
ountered mention is made of a complicating haemorrhage from a second 
s. Majfuker occurring simultaneously or following perforation of the 
peration first ulcer. Drury (1929) reported a case of multiple gastric 
lagnose§uler in which two clean and: perforated ulcers, 1 cm. in 
rior difidiameter, were found situated side by side on the greater 
becaus{curvature posteriorly. Gastro-jejunostomy had been per- 
formed on a previous occasion for a duodenal ulcer. Decoulx 
outwarijand Driessens (1939) described three cases of double gastric 
througif ter with haematemesis. Anorosi (1931) reported a case of 
ross thfdouble gastric ulcer in which there was chronic double per- 
iced th foration into the pancreas and the anterior abdominal wall. 
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CARBOHYDRATE METABOLISM 
Carbohydrate Metabolism. Correlation of Physiological, Biochemical and 
Clinical Aspects. By Samuel Soskin, M.D., and Rachmiel Levine. M.D. 
(Pp. 315; illustrated. No price given.) Chicago: University of Chicago 
Press. 

For some years now, in England at any rate, there has been a 
notable difference between the views on carbohydrate meta- 
bolism presented at different stages of a student’s career. What 
is taught in the laboratory bears very little relation to what is 
taught in the wards. This might well result in a hopeless 
muddle in the student’s mind; but perhaps, happily, he has 
developed an ingenious protective reaction. He forgets at each 
stage of his training everything learned in earlier stages, and 
is thus able to accept without blinking the view of the average 
general physician that diabetes mellitus is due to a deficiency 
of the islets of Langerhans. 

In this volume Soskin and Levine present very fully and 
at the same time with brilliant clarity all that the intelligent 
clinician should know of carbohydrate metabolism and its rela- 
tion not only to diabetes mellitus but to many other disorders 
of the endocrine and alimentary systems. Beginning with a 
discussion of the biochemistry and energetics of carbohydrate 
metabolism which even the reviewer, a clinician, found in- 
telligible, the authors go on to discuss the nature of the break- 
down of normal processes which occurs in diabetes and the role 
of the endocrine glands in the normal and abnormal processes. 
Very wisely the limelight is deflected from the pancreas on to 
the liver, the source of the blood sugar. The role of the 
pancreas, of the pituitary, and of the other endocrine glands 
is described very largely in relation to their effects on the 
carbohydrate function of this, the master organ. 

At every stage the physiological and clinical aspects of the 
subject are clearly integrated. There is hardly a paragraph 
which the clinician can skip without loss, for even in the most 
theoretical chapters the clinical implications are clear. This 
is applied physiology at its best. It is to be hoped that copies 
of the book will soon be procurable without difficulty in this 
country. 


A BOOK ON CANCER FOR LAYMEN 


Science versus Cancer. By I. Berenblum, M.D., M.Sc. Sigma Introduction 

to Science 2. (Pp. 116; illustrated. 6s.) London: Sigma Books Ltd., 7, John 

Street, W.C.1. 
This book is the second in a series of “Introductions to 
Science” which are intended, as the publishers announce, to 
explain in simple language the theoretical and practical aspects 
of modern science, medicine, and technology in such a way 
that those without previous knowledge of the subject can readily 
understand its significance. Formidable difficulties confront 
the writer of a book about cancer within these terms of refer- 
ence. The layman approaches cancer with an emotion which 
astronomy or electricity does not arouse. Dr. Berenblum is 
alive to the almost universal dread of the disease, and where 
the reader’s personal attitude to cancer’ may be influenced he 
writes with evident care and a sense of responsibility ; but in 
his enthusiasm he seems to underestimate the intrinsic difficulty 
of his subject-matter. The book is written avowedly for the 
layman and in the belief that the bare facts (as presented in 
the “health propaganda” type of literature) are uninspiring 
and on the whole ineffective, while an account in non- 
technical language of the intricate and ingenious devices which 
the scientist uses in surmounting obstacles to reach his goal 
can be fascinating and inspiring to the layman as well as to the 
scientist. The layman, however, may be little wiser at the end 
unless he starts with a. substantial knowledge of biology and 
a sympathy with the workings of the scientific mind. It is true 
that biological structures and processes are described for him 
in non-technical terms, but the simple, brief descriptfons of 
cell, nucleus, mitosis, metastasis, and the like, while clear to 
those who already know, seem unlikely to dispel ignorance. 
The omission of technical terms by itself does not smooth 
difficulties or unravel complexities, and though the individual 
words be commonplace their association in the phraseology of 
the ward or laboratory is strange to the layman. 
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In sum, the reviewer does not think that Dr. Berenblum has 
made cancer or cancer research intelligible to the layman with- 
out knowledge of hiology, and questions, moreover, whether 
anyone else could do so. With that reservation the book can 
be commended. It contains a wealth of information on various 
aspects of cancer, and within its limits it is up to date and 
reliable. Chapters are devoted to the nature of the disease and 


its frequency (there is a good discussion of the alleged rising’ 


incidence), the influence of heredity and of environment, 
diagnosis, and treatment. The chapter on diagnosis ends 
lamely, as it must when addressed to laymen, and it is of 
dubious value, while the remark that “the general position 
with regard to treatment leaves room for improvement” is 
surely a sizable understatement. The last portion of the book, 
about one-third of the whole, is devoted to experimental cancer 
research, where the author is on his own ground, and gives a 
good summary of current knowledge and ideas. 

The medical practitioner can safely recommend this book to 
patients who possess an appropriate scientific background, and 
if he reads it himself he will probably find among much that 
is familiar a good deal that is new, and in particular he will 
find the answers to many awkward questions which patients 
ask. 

PULMONARY OEDEMA 


Pulmonary Edema and Inflammation. An Analysis’ of Processes Involved 
in the Formation and Removal of Pulmonary Transudates and Exudates. 
By Cecil K. Drinker, M.D., D.Sc. (Pp. 106; illustrations. $2.50 or 14s.) 
Massachusetts: Harvard University Press; London: Oxford University 
Press. 
Thcugh the title of this book may seem recondite, it is addressed, 
like the lectures on which it is based, to an ordinary medical 
audience, and it is of great general interest. We must not think 
of oedema of the lungs and the pleural sacs only in relation 
to heart disease and hypoproteinaemia. The problems raised 
by Dr. Drinker cover a much wider field. They bear on the 
aetiology and treatment of pneumonia, the disposal of dusts 
from the lungs, the hazards of toxic gases, and the design of 
oxygen masks and breathing machines. Research in this field 
has been accelerated by two technical advances—the develop- 
ment of a technique for cannulating the lymph from the lungs 
and the discovery of a drug which has the specific action of 
increasing the permeability of the capillaries in the lung—and 
Dr. Drinker’s experiments along these lines form the hard core 
of the book. One of his main conclusions is the extreme im- 
portance of anoxia in tne development of pulmonary oedema, 
and the extent to which anoxia begets anoxia. No clinician 
will read this book without a better understanding of the local 
as well as the general significance of a normal alveolar oxygen 
supply. Dr. Drinker shows that oxygen is still given ineffici- 
ently and too late, and what is required from the physician is 
a sagacious alertness to the early use of oxygen.. As a result 
of wartime developments in aviation medicine Dr. Drinker fore- 
sees transparent masks and hoods which will enable the 
physician to give any concentration of oxygen he wishes, while 
the patient will be able to converse with his attendants by 
raGio equipment. Equally interesting is the suggestion that the 
Thunberg barospirator might be used for the treatment of re- 
spiratory infections, for this apparatus substitutes pressure 
changes for volume changes and allows the blood to be 
completely aerated with an immobile chest. 

Dr. Drinker’s monograph is clearly written, well illustrated, 
and cheaply priced, and we can cordially recommend it to our 
readers. They will undoubtedly see their next dyspnoeic patient 
as it were through the transparent screen represented by the 
140 sq. metres of the capillary field of the lungs, and they will 
reason and act accordingly. 


TECHNIQUE OF ABDOMINAL OPERATIONS 
The Surgical Technic of Abdominal Operations. By Julius L. Spivack, 
M.D., LL.D. Fourth edition, revised. (Pp. 710: 682 illustrations on 362 
figures. $10.00.) Springfield, [ll.: Charles C. Thomas. 1946. 

It has been said with some truth that the only realm left to 
the genéral surgeon of the next generation will be abdominal 
surgery ; even now some parts of this are becoming the terri- 
tory of the specialist, as witness gynaecology and genito-urinary 
surgery. Perhaps that is the reason why. in the fourth edition 
of The Surgical Technic of Abdominal Operations by Julius 
Spivack, of Chicago, one finds no reference to genito-urinary 
operations, though, as is the usual practice in some parts of 
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the United States, gynaecology is included, albeit very briefly 
compared with the general prolixity of the book. 
In his preface the author points out that whereas a great 
number of books on surgery deal with “ what to do” very little 
emphasis is placed on “how to do.” This may be a doubtful 
criticism of the ordinary general textbook for students, but it 
could certainly not be applied to the many excellent treatises 
on operative surgery, including abdominal operative surgery 
which are available to-day. The author, however, fulfils his 
promise of telling the reader how to do things; we feel that 
he has been even too detailed in many instances and is inclined 
to give the details of too many operations for any one condi- 
tion. Thus nearly 40 pages are devoted to a description of 
almost as many different techniques for gastrostomy. Never- 
theless we like the idea of giving a short historical summary 
of the evolution of an operation at the beginning of each 
chapter, as thereby the student may learn in a vivid manner 
how important steps in technique were devised to meet certain 
difficulties or hazards which arose in earlier cases. This is true 
education in the principles of surgery, and we believe it will be 
valued by the student. For the more experienced an excellent 
bibliography at the end of each chapter will enable them to 
refer to the original articles if they require further data. 
There is certainly a plethora of instruction to be found here : 
our fear is that the ordinary medical student will be bewildered 
by it and may fail to see the wood for the trees. The illustra- 
tions deserve special praise—they are exceptionally clear and 
to the point; but here again one cannot help speculating 
whether surgical illustrations may not be too clear, for, as 
we all know, there is perhaps no subject in which there js a 
greater difference between the textbook illustrations and actual 
practice of surgery as seen in the operating theatre. The 
student therefore may be misled into a deceptive idea of easi- 
ness and simplicity. The book is very well produced in the 
style characteristic of Charles C. Thomas of Springfield. 








Notes on Books 


Essentials of Clinical Allergy, by Dr. SamMuet J. Taus, is pub- 
lished .in Baltimore by the Williams and Wilkins Company 
(London: Bailligre, Tindall and Cox; 16s. 6d.). Books on aliergy 
fall from the American printing presses as thick as leaves in 
Vallombrosa, and this latest one is of the usual pattern. The author 
is a professor of medicine, and the book is based on a large 
experience both of teaching and of allergy. The first chapters deal 
with the basic facts of immuno-chemistry and sensitization, and are 
interesting in reflecting the modern emphasis on the physical structure 
and configuration of the proteins. Nevertheless, we would defy 
anyone after reading these sections to explain the mechanism of 
desensitization by the “rush” method of a patient with pernicious 
anaemia who has become sensitive to liver extract. There follow 
sections on hay-fever, asthma, and many other types of allergy. 
The presentation is weli balanced, though perhaps less than justice 
is done to the important topic of drug allergy. It is also note- 
worthy that in a book coming from the country of Alexander and 
the Society for Research in Psychosomatic Problems there is no 
discussion of the mental factors in allergy. Evidently New York 
is not America. Nevertheless this is an admirable book, and 
anyone who reads it well will have a good working knowledge of 
ciinical allergy. There are accounts of the preparation of materials 
for skin testing, case sheets for medical histories in asthma and 
allergy, diets and recipes for elimination diets, and so on. Finally, 
the book is written in a lucid style, illustrated with attractive pictures 
of plants and poilens, and well produced. 


Mr. W. H. Maxwe tt, A.M.1.C.E., has written Current Water- 
works Practice—a practical treatise on the provision of water supplies 
for urban and rural communities (B. T. Batsford, Ltd.; 18s.). 
of the contents are of technical concern to waterworks engineers and 
managers, and there is a long chapter of interest *to public health 
officials on current methods of water purification. The volume 1s 
well printed and well illustrated. Mr. Maxwell writes with authority 
and has kept in view the latest aspects of present-day practice. There 
is an urgent need for an adequate and wholesome water supply to 
every dwelling throughout the country. 


The return to normal conditions is reflected in the restoration of f 


the former title of the Fire Protection Year Book (Lomax, Erskine 
and Co., Ltd., Aldwych House, W.C.2; 7s. 6d. post free). 
new edition has been thoroughly revised and brought up to date, 
much information has been added, and some sections which dealt 
with air-raid precautions have been cut out. 
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THE END OF THE BILL 


The Government has accepted a number of amendments 
tht came out of the Debate on the Third Reading 
in the House of Lords—that the gifts made to voluntary 
hospitals bet.een the passing of the Act and the appointed 
day should be used by hospital management committees 
according to the wish of the donor ; that the objects of all 
transferred endowments should so far as practicable be 
secured ; that hospital management committees should be 
able to sue and be sued and control and manage hos- 
pitals on behalf of the Regional Board ; that the associa- 
tions of denominational hospitals should be preserved ; 
that a practitioner should have proper representation if 
called before the Tribunal, that he could call witnesses, 
and that if he wished he could have the hearing in public. 
The Lord Chancellor accepted an amendment by Lord 
Llewellin to insert the words “ whether in an honorary or 
paid capacity ” after the word “serving” in Sub-section 2 
of Clause 5: “The Minister may allow any medical prac- 
titioner serving [whether in an honorary or paid capacity] 
on the staff of a hospital . . . to make arangements for 
the treatment of his private patients either at that hospital 
or at any other such hospital...” The interpretation 
of this amendment will be watched with interest. _ 

In some instances where the Government could not 
accept an amendment, assurances were given by the Lord 
Chancellor ; for example, that a medical practitioner should 
have six months’ notice of the conditions of the National 
Health Service before having to decide whether or not he 
should enter it. The Government was defeated in the 
Lords by 35 votes to 15 on the amendment by Lord Balfour 
of Burleigh that the L.C.C. should have power to delegate 
maternity and child welfare and ancillary services to the 
City and Metropolitan Boroughs. It was defeated, too, 
on Lord Llewellin’s amendment that hospital management 
committees might sue or be sued and have their own right 
to make contracts for the daily services of the hospital—an 
amendment finally accepted by the Government. The most 
important amendment on which the Government was 
defeated in the Lords—by 53 votes to 37—was proposed by 
Lord Llewellin, as follows : 

“The remuneration to medical practitioners undertaking to 
provide general medical services in pursuance of the provisions 
of this Act shall be fixed by the capitation method except in 
any cases where the Minister on the recommendation of the 
Medical Practices Committee considers that exceptional circum- 
stances necessitate remuneration on a different basis.” 


In the debate on this, Lord Moran expressed the mis- 
givings of many doctors who were anxious about the 
impact of the Bill on the state of general practice in this 
country. One misgiving was the effect of the Bill when 





it became law on attracting suitable men into the medical 


profession. The proposal to pay a basic salary required 
more justification than had been given. Lord Horder, 
supporting Lord Moran’s view, pointed out that the 
Government’s proposal would fix a ceiling above which no 
doctor could rise by his own efforts. Doctors had it firmly 
in their minds that the basic salary was the method by 
which the Government could attack the independence of 
the practitioner. In spite of Lord Addison’s explanations of 
the reasons for introducing basic salary into the remunera- 
tion of doctors in the National Health Service, the real 
reason did not emerge until the Lord Chancellor on 
Thursday last week let the cat out of the bag—certification. 
“No one,” he observed, “could have been, as I have been, 
Minister of National Insurance, without realizing that the 
success or failure of all our schemes depends in a very 
large measure on our getting satisfactory certification,” 
and he went on to say: “If we are going to have lax— 
still more dishonest—certification, then all our schemes are — 
going to break down on that rock.” The Lord Chancellor,’ 
nevertheless, admitted that he had come across only some 
cases of lax certification where there were two competing 
doctors in a district, and remarked : “ If you had abolished 
this per capita payment altogether and made it a straight 
out-and-out salary, of course, that temptation would have 
gone.” In the Commons debate on Monday, Mr. Aneurin 
Bevan’s motion to disagree with the Lords’ amendment on 
payment was carried by 303 votes to 128. Mr. Bevan 
defended the basic salary because it gave security to young 
doctors and to some extent would reduce the competition 
for patients. A basic element, he said, made it easier to 
give extra pay for special attainments. The Government’s 
intention was that the main source of the doctor’s remuner- 
ation should be by capitation. It would be difficult to 
carry out the recommendations of the Spens Report if the 
basic element were too high. 

So the future remuneration of general practitioners in 
the National Health Service will contain a basic salary 
largely because of the Government’s apprehension about 
certification. The next step, no doubt, will be for the 
Minister to invite representatives of the profession to dis- 
cuss with him regulations and orders to be made under the 
authority of the Act. The plebiscite will decide what 
answer is to be given to the invitation. 








THE DEPRIVED CHILDREN 
Not often in these days does a Command Paper stir a 
rather tired and much castigated public conscience, but 
the report of the Care’ of Children Committee,’ which was 
set up by the Government in the early part of last year 
to inquire into the methods of providing for children who 
had been deprived of normal home life, has caused uncom- 
fortable reactions which may pave the way to early reform. 
The British are a children-loving people, whose indignation 
is fiercely aroused by any case of cruelty. What this report 
reveals is not active and intentional cruelty but indifference, 
lack of imagination, meanness of provision, absence of 
personal interest in and affection for these waifs and strays 








1 Report of the Care of Children Committee. Cmd. 6922. London: HM. 
Stationery Office. 3s. net. 
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who have been cast upon a forbidding world. Numerically 
the problem is not a small one. It concerns 125,000 chil- 
dren. The largest group, some 57,600, consists of those 
maintained by public authorities under the Poor Law; 
they are housed mostly in public assistance institutions ; 
some of them are in voluntary homes or are boarded out. 
The second largest group is of 23,400 children who, by 
order of a court, have been found to be delinquent or in 
need of care and protection ; these are in approved schools 
or remand homes. Another 14,500 are physically or men- 
tally handicapped, but not ineducable, and are in special 
schools ; 7,500 more are mentally disordered or defective 
and cannot be educated, and are in mental deficiency 
colonies. Then there are a further 5,200, the flotsam and 


jetsam of wartime evacuation, who remain billeted 


in hostels or nurseries because there is no home to which 
they can return; there are 3,600 war orphans in foster 
homes, and 2,400 children awaiting adoption. In addition 
there are 10,000 children “ maintained for reward.” 

The problem of these wards of the State is no less acute 

because it is largely tucked away out of sight. These chil- 
dren do not cross the common path. The ordinary citizen, 
if he thinks about them, supposes that Barnardo’s or some- 
body will see to it. It was the same when the new Poor 
Law came in in 1834. It brought about such a tidying up 
of the streets, such a disappearance of vagrancy and desti- 
tution, that humanitarians like Harriet Martineau and 
enlightened politicians like Lord Brougham acclaimed it 
as a great reform ; yet within five years Dickens produced 
his Oliver Twist just to show what it was like to be a pauper 
child. Another genius might base an awakening novel 
on some passages in this report which make one wonder 
whether we have advanced very much in a hundred years 
from Dickensian grotesquerie and squalor. Mr. Bumble 
has changed his coat but not always his heart, and the ghost 
of Mrs. Corney still flits about some institutions which are 
the same gaunt-looking buildings they always were, with 
dark staircases and corridors, high windows and bare 
boards, with the traditional chocolate-and-buff paint and 
‘the eternal smell of mass cooking and soft soap. The 
children, of course, are not like the angelic and sensitive 
Oliver, who probably never existed in real life. These 
children are not usually pleasant, appealing little persons : 
they are often very difficult. Had Oliver Twist been pic- 
tured as a nail-biting, bed-wetting, destructive, saucy little 
varmint no Victorian would have shed a tear. But the 
children are the creation of their surroundings. 

“One nursery which was structurally linked to the public 
assistance institution had sunk to the lowest level of child care 
which has come under our notice. There were 32 children on 
the register, eight of whom were sick children. . . . They were 
in charge of assistant nurses who were at the same time nursing 
the sick adults in the main ward, in which were aged and 
chronic sick (one patient had advanced cancer of the face), a 
mentally defective child, and a child with chicken-pox. !n the 
children’s ward was an eight-year-old mentally defective girl, 
who sat most of the day on a chair commode, because, the 
nurses said, ‘she was happy that way.’ .. . There were two 
babies with rickets, clothed in cotton frocks, cotton vests, and 
dilapidated napkins, no more than discoloured cotton rags. 
The smell in this room was dreadful. A premature baby lay 
in an opposite ward alone. The ward was very large and 
cold.” 
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The report mentions one public assistance institution idee of 
which twelve infants were cared for in one room Wherdiized in 
there was a mongol idiot ; a boy of 10 and a girl Of 1Bpver fiv 
sleeping in the same room as a three-year-old hydroficonfere 
cephalic of very unsightly type; healthy children andiihe da) 
children suffering from skin diseases of a contagious Naturefwould | 
herded together ; a public assistance home with a capacitfpsist t 
for 45 overcrowded with 75 children. Many more example clearing 
could be quoted. On the other side there were place authori 
where the relationships and surroundings very nearh relievin 
approached normal home conditions, and masters and esoure 
matrons showed much kindness and understanding ; buff mde { 
the Committee gives its general judgment : ““ We formed the the lav 
conclusion that in the majority of public assistance institu The 
tions the general care of children was of a poor standard man, 2 
We ane no alternative but to paint this very gloomy# men, | 
picture. carried 

A lack of adequate accommodation for mentally defec.419) w 
tive children is noted. Such children, it is said, are con. Associ 
stantly found in Poor Law institutions for adults, inftmmoi 
remand homes, and, though not physically ill, in the§4sl in 
wards of general hospitals. The Committee considers that§and th 
an immediate census should be taken of ineducable children § imme¢ 
now in public institutions and children’s homes and the f recom! 
earliest possible steps be taken to provide for them in pro-§ Parlial 
perly staffed homes and colonies. One phase of this prob-§Howe' 
lem concerns epileptic children, especially those who are §subjec 
both epileptic and delinquent or of low intelligence and to dea 
markedly unstable. There are not many of these cases, fin sor 
but the problem seems to be out of all proportion to their § wetcl 
numbers. Provision for this class should be on a national, to pre 
or at least a regional, scale. army 

Another matter for concern is that a few children not f ful, tl 
regarded by medical superintendents as suffering from } inevit 
mental illness or severe defect are admitted to mental 
hospitals under the Lunacy and Mental Treatment Acts. 
In these hospitals it has not been possible to make any 
special provision for them, and they are associated with 
adult mental patients in the wards and day rooms. It Jn c 
appears that some unstable boys and girls not suffering | Manc 
from any diagnosed mental illness are transferred under | Rese 





legal procedure from approved schools when they become 2 
uncontrollable. It is considered that alternative provision be 


should be made for these children. As for the physically | yi 
handicapped, in many hospitals insufficient attention is } to be 
paid to education and educative recreation. Even where | tussis 
there are recognized hospital schools the children are left } Vacci 
for many hours without occupation, and in some country | © 
hospitals no provision for education at all is made. One rigs 
of the most serious difficulties encountered in dealing with me 
the children in institutions and foster homes is enuresis, 2 § who 
reflection of the child’s sense of insecurity. Incidentally § from 
the Committee comes down in favour of the abolition of § speci 
corporal punishment in all institutions. Corporal punish- make 


ment may be all very well for boys in a happy home with a 
full confidence in life; it is disastrous for a child with Pi 


an unhappy background, whose self-respect needs to be axpl 
nourished and who needs to feel that he is regarded with § encg 
some affection by those in charge of him. ern 

The recommendations number over sixty. An outstand- tion. 
ing proposal is that the administrative responsibility for the Susp 
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stitution iffy of children deprived of home life should be central- 
OM wWherdized in one Government department ; at present it is spread 
girl of }fver five departments. This was also the view of the recent 
Id hydroficonference of Labour Women, at Hastings, meeting on 
dren ang he day this report was issued. The single department 
OUS Naturdlyould define requirements, maintain standards, advise and 
1 CapacityBasist those taking immediate responsibility, and act as a 


€xamplefcearing-house for progressive ideas. 


All services of local 


‘Te placeffaythorities should be subject to Exchequer grant, so 
rY Nearhfirelieving the difficulties arising from straitened financial 


Sters and ources in certain areas. 


Many recommendations are 


ling ; buifmade for registration and inspection, also for changes in 
rmed thelf the law relating to adoption. 
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The Committee, of which Miss Myra Curtis was chair- 
mn, and which had among its 16 members two medical 
mn, Mr. Somerville Hastings and Prof. J. C. Spence, 
cytied Out its work with great thoroughness. It examined 
29 witnesses (including five from the British Medical 
Asociation, led by Dr. R. G.: Gordon), considered 114 
mmoranda, and visited, individually or in small groups, 
451 institutions. It is understood that the Home Secretary 
and the Ministers of Health and Education are giving 
immediate attention to what this critical report reveals and 
recommends, and that proposals may be laid before 
Parliament early in the session which is about to open. 
However crowded the legislative programme may be, this 
subject calls for high priority. This is demanded in order 
to deal effectively with what is nothing less than a scandal 
insome parts of our local administration, to relieve the 
wetched and hopeless lot of many of these children, and 
0 preserve the next generation from being invaded by an 
amy of the unfit, the witless, the maladjusted, the resent- 
ful, the depraved, the criminal, which such surroundings 
inevitably nurture. 











WHOOPING-COUGH VACCINE TRIALS 


In conjunction with the Medical Officers of Health of 
Manchester, Tottenham, and Wembley the Medical 
Research Council is initiating field trials to assess the 
protective value of pertussis vaccines. In these three areas 
parents of children aged 6-12 months have been invited 
to co-operate by enrolling their children for inoculation 
within the next few months. The volunteer children are 
to be divided into two groups, one group receiving per- 
tusis vaccine and the other—the control—anticatarrhal 
vaccine. Details of the investigation are so arranged that 
nd One engaged in the day-to-day work of inoculation and 
subsequent follow-up will know which vaccine any particu- 
lar child has received. The children are to be visited at 
monthly intervals by specially appointed health visitors, 
who will take specimens for bacteriological examination 
fom any child with a suspicious cough and arrange for 
specially appointed medical officers to visit the child and 
make a clinical diagnosis. The results will be assessed at 
the end of two years. 

In the propaganda to parents—mainly by pamphlets and 
Ptsonal visits by health visitors—all the details are fully 
explained. The enrolment of children has so far been 
‘tcouraging. All general practitioners in the areas con- 
‘trned have had a letter informing them of the investiga- 
tion. and have been asked to co-operate by reporting 
Suspicious coughs in childrer included in the trial. The 
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general practitioner will immediately be informed when 
whooping-cough is diagnosed by the special investigators. 

At present American vaccines as prepared for Prof. 
Sauer, Evanston, and Dr. Pearl Kendrick, Grand Rapids, 
both of whom have claimed considerable success with 
prophylactic vaccination, are to be used. Previous 
results obtained in controlled trials with a British vaccine 
had proved disappointing ; that is why American vaccines 
are now being tried. If they prove satisfactory. further 
trials will be made with new British vaccines. 


UTERINE CANCER AFTER IRRADIATION 


From time to time it has been noted that women of pre- 
menopausal age treated with radium or x rays for func- 
tional uterine haemorrhage sometimes develop carcinoma 
of the uterus at a later date. Some authorities have 
regarded this as a chance occurrence; others have sug- 
gested that the local effect of the radium favoured the 
subsequent development of malignancy. In many cases, 
however, there is little doubt that the patient already had 
carcinoma at-the time of the radiotherapy, and even though 
curettage was carried out the correct diagnosis was not 
made. The incidence of malignant disease of the uterus 
after radiotherapy for innocent conditions has been vari- 
ously assessed as between 0.3 and 1.46%, but the material 


and methods used by several investigators have differed 


so much that it has been difficult to reach any definite 
conclusion. 

J. A. Corscaden, J. W. Fertig, and S. B. Gusberg now 
report on a follow-up of 958 women subjected to an artifi- 
cial menopause. The average follow-up period was 6.7 
years. Thirty-six patients developed cancer, and in fifteen 
of these it was situated in the uterus. Presence of the 
growth at the time of the original treatment was excluded 
by the long interval before the return of symptoms (four 
years or more in all cases except one). From the cancer 
mortality rates for each age group of the female popula- 


-tion of the United States as a whole it is calculated that 


the expected incidence of malignant disease in this group 
was 17.4, the growth being situated in the uterus in 4.4 
women. Although there was no significant difference in 
the occurrence of extrauterine cancer there were 3.4 times 
as many cases of uterine cancer as might have been 
expected. It is further calculated that of all women aged 
30-55 treated for uterine haemorrhage by induction of 
the menopause with radium or x rays 9.6% will suffer 
from uterine cancer before they reach the age of 80 
years. 

The carcinoma was situated in the body of the uterus in 
nine of the fifteen cases, and in the cervix in six. The 
indication for radiotherapy was always excessive bleeding. 
and in the majority the original curettage had revealed 
hyperplasia of the endometrium. The idea that it is the 
action of the radium which predisposes the woman to 
carcinoma is dismissed, and it is concluded that it is condi- 
tions demanding such treatment—i.e., haemorrhage before 
the menopause and endometrial hyperplasia—which are the 
significant factors. 

The difficulty of the subject is emphasized by the appear- 
ance in the same journal of a report by G. T. R. Fahlund 
and A. C. Broders? on a study of 236 uteri removed after 
the menopause, carcinoma being present in 86, and 50 
being without any pathological change. They conclude 
that endometrial hyperplasia does not predispose to malig- 
nant disease or play any part in its aetiology. On the 





1 Amer. J. Obstet. Gynaec., 1946, 51, 1. 
2 Ibid., 1946, 51, 22. 
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contrary, they found that it is the uterus with an atrophic 
endometrium that is most likely to develop carcinoma. This 
is directly opposed to the view which has been widely but 
not universally held in the last two decades, and also to 
the suggestions put forward by Corscaden and others to 
account for their findings. Indeed it offers an alternative 
explanation of the latter. Whatever be the explanation, 
however, if the analysis of the cases studied by Corscaden 
et al. is not upset on statistical grounds and if further clini- 
cal evidence is forthcoming to support their findings as to 
the incidence of malignant disease, the desirability of treat- 
ing “ menopausal bleeding” by hysterectomy rather than 
radium must be considered from the standpoint of the pre- 
vention of uterine carcinoma later in life. 


TUBERCULOSIS: AN EMPIRE RESPONSIBILITY 


Sixty million people live in the British Colonies—that is, 
apart from the great Dominions—and these colonial fellow- 
subjects of the Crown are obtaining more self-government 
each year. In the exhaustive plans now being made for 
their welfare it is curious that tuberculosis seems to be 
overlooked. Yet it is as much a “tropical” disease as 
malaria or sleeping-sickness. As Africa and Asia become 
industrialized, as communications ‘grow and cities swell 
there is every reason to fear that endemic tubercu- 
losis may be as serious in the less-developed areas as it 
has become during the past century in Great Britain. A 
survey on Empire and Colonial Tuberculosis by Prof. Lyle 
Cummins! is therefore of timely interest. It begins with 
a dictum of Robert Koch’s asserting that the number of 
victims claimed by such dreaded diseases as bubonic plague 
and cholera must rank far behind tuberculosis. The same 
may be said of the more chronic diseases of the Tropics, 
which cause more horror among the public and attract 
more attention among doctors. The booklet gives an 
outline of native infection and immunity by one who has 
studied the problem for more than thirty years, ever since, 
as a young medical officer in the Sudan, he wrote his early 
paper on disease in that sub-equatorial region. The pioneer 
survey of Lyle Cummins has been followed by others ; 
Wilcocks, Matthews, and Bardswell have each examined 
,_ tuberculosis in a different part of the Empire, and a survey 
of the West Indies by Santon Gilmour has also been pub- 
lished by the National Association for the Prevention of 
Tuberculosis.* 

Though present knowledge does not enable Lyle Cummins 
to be dogmatic, he thinks that the difference between the 
European and non-European natives in their reaction to 
tuberculosis is the difference in the speed at which immu- 
nity takes place. In civilized man relative immunity is 
acquired with fair rapidity. In the primitive it grows 
slowly, and in the meantime serious and fatal disease may 
have taken place. The N.A.P.T. Handbook of Tubercu- 
losis Activities (1946) contains for the first time an Empire 
and Colonial Supplement, and it is depressing to look 
through the references to colonial medical services and find 
the small attention paid to the disease. In Nigeria, for 
instance, with its population of twenty millions, there are 
only fourteen beds specifically assigned for the treatment 
of tuberculosis. All recent evidence from Colonial Africa 
and other parts of the Empire suggests that native peoples 
are beginning to pass through an intensive phase of con- 
tact with the tubercle bacillus, combined with those changes 
from their primitive mode of life which, when applied 





1 National Association for the Prevention of Tuberculosis, Tavistock House, 
Tavistock Square, London, W.C.1., price 5s. 
2 British Medical Journal, 1946, 2, 303. 
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peoples under the tropical sun are now to experience a tray 


sition from simple agriculture to mining and factory |ifd@ An an 
Can our knowledge of European deterioration during th the L¢ 


industrial revolution be used to help them ? 

The N.A.P.T. has promoted surveys in Cyprus, Burma 
and the West Indies and now has begun a further surye 
in the Gold Coast. The problem of colonial tuberculosis 
it is being realized, is far more urgent than anything jy 
this country but has so far not been matched by any req 
expansion of medical services. Prof. Lyle Cumming, 
booklet, which is part of the National Association’s pro, 
gramme of colonial research and education in tuberculosis 
ought to receive attention in places where plans are mak 
for the conquest of social disease. 





INTERTRIGINOUS DERMATITIS OF THE FEET 


Skin affections about the toes, especially the intertriginoy 
affections, cause much difficulty in diagnosis and treat 
ment ; they are often loosely diagnosed as dermatophytosis 
though fungous infection probably accounts for no mor 
than 30% of such cases. Bacterial infection, trauma, ani 
sweating may produce a very similar clinical picture. Thi 
group of diseases constitutes a hazard in some industries 
and during the recent war it became a major cause of dis. 
ability in the Armed Forces, more particularly in tropical 
and subtropical theatres. There is no single treatment o/ 
outstanding merit, and recurrence after apparent cure is 
the rule. 

All these points are stressed by Weidman and Glass! 
who during the winter of 1942-3 conducted an experiment 
upon 117 men in a penitentiary in America. They chose 
patients suffering from intertriginous dermatitis of the feet 
“conceivably due to bacteria or to fungi,” with the inten- 
tion of finding a “ blanket form of treatment” not deter- 
mined by laboratory tests and not requiring close medical 
supervision, the purpose of which was prophylaxis—keep- 
ing “the feet of fighting men in good condition.” Though 
the object was to advise upon treatment suitable for use 
“in the field” away from laboratory facilities, they did in 
fact take a single culture in each case and secured the high 
figures of 37.9% positive results. However, this was secon- 
dary to the main purpose of the investigation. 

Six medicaments were investigated, including benzoic 
and salicylic acid ointment, but two proved far superior 
to the remainder. Metacresylacetate (“-Cresatin-Sulz- 
berger’), regarded by the authors as the more valuable, 
and 5% boric acid powder in talcum each gave apparent 
cure in 16% of cases and improvement (including the 
cures) in 75%. No reference is made to recurrences. 
Benzoic (12%) and salicylic acid (3%) ointment effected 
improvement in 75% but apparent cure in only 5% of 
cases. The results leave much to be desired and indicate 
the need for serious research. 

Certain other facts of interest emerge from this pre- 
liminary report, as that the incidence of infection did not 
seem to be influenced by wooden, cement, or stone floors. 
There was no obvious correlation between the clinical 
findings and the type of fungus involved and no difference 
in the response of the different fungous infections to the 
various medicaments. Trichophyton purpureum was the 
fungus commonly found in the white cases and Tri 
chophyton interdigitale in the negro, and there appeared 
to be a striking decrease in incidence of these disorders 
after fifty years of age. 


———$—=—— 





1 Arch. Derm. Syph., Chicago, 1946, 53, 213. 
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LONDON SCHOOL OF HYGIENE AND TROPICAL 
MEDICINE 


An annual report of more than usual interest is that of 


during thi the London School of Hygiene and Tropical Medicine 


incorporating the Ross Institute) for the year 1944-5. 


'S, Burmall The year is that during which the war, with its many 
ler surverp changes in peacetime conditions, ended and a return to 
Derculosisf more normal working began. The total number of Service 
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medical officers who were given special instruction in, 


topical medicine and parasitology during the war was 
2259, but during 1944-5 the requests of the Services 
became less and only four courses were provided for a 
total of 221 men and women. The total number of students 
provided with instruction was 436. The intensive courses 
are now discontinued, and courses for the D.P.H. and for 
the D.T.M.&H. are already in progress. 

An outstanding event has been the gift of over £20,000 
fom the Rockefeller Foundation to the public health 
department for the training of picked men who may after- 
wards reinforce the teaching staff of the School and fill 
important vacancies in the public health services. The 
work of the School during the year was very varied and 
largely determined by urgent need for researches and 
advice for war purposes. It is a tribute to the high repute 
of the School that during the period under notice the 
Foreign Office, the Colonial Office, the Ministry of Supply, 
the British Council, and important industrial bodies sought 
the expert assistance of the staff for inquiries and investiga- 
‘tions at home and over-seas. Prof. H. Raistrick, who in 
July, 1944, was. appointed honorary scientific adviser on 
penicillin to the Ministry of Supply, paid two visits to the 
United States and made useful contacts in connexion with 
the production of penicillin. Prof. P. A. Buxton visited the 
Gold Coast during the early part of the year in connexion 
with the use of D.D.T. and later went to East Africa at 
the request of the Colonial Office to report on research on 
tsetse-fly and trypanosomiasis. Dr. George Macdonald, 
who took up his new duties as Director of the Ross Insti- 
tute on Jan. 1, 1945, visited and reported upon health con- 
ditions in Iran for the Anglo-Iranian Oil Company. Other 
investigations and researches have been carried out in the 
departments of parasitology, entomology, biochemistry, 
epidemiology and vital statistics, applied physiology, and 
public health. An account is also given of the work of the 
large and very useful library of the School, of the Agri- 
cultural Research Council unit of insect physiology, of 
the affiliated Institute of Agricultural Parasitology under 
Prof. R. T. Leiper at St. Albans, and of the Ross Institute. 
A plea is made for repair of the east wing of the building 
in Bloomsbury, damage to which has greatly curtailed 
much-needed accommodation. 





THE “SERVANT PROBLEM” IN HOSPITALS 


“Hospital domestic work is at present an unpopular 
occupation, particularly among women used to factory 
conditions.” So stated the Factory and Welfare Advisory 
Board in requesting King Edward’s Hospital Fund for 
London to examine the question of the employment of 
domestic staff in hospitals. The truth of the observation 
was immediately borne out by the Fund’s own inquiries. 
Of sixty voluntary hospitals of all sizes in its area all but 
five reported a serious shortage of domestic staff. The 
Fund set up a small committee under the chairmanship 
of Mr. Malcolm McCorquodale, Parliamentary Under- 
Secretary for Labour in the last Government, to formu- 
late recommendations ; and the recommendations’ should 








1 Employment of Domestic Staff in Hospitals. Published for the King’s Fund 


ty Geo. Barber and Son, Ltd., Furnival Street, London, E.C.4. Price 9d. post 





go some way to ease the problem as far as it can be eased 
without touching on payment, which was outside the com- 
mittee’s province. All it states on this point is that hos- 
pitals should not feel themselves bound by the minimum 
rates of the Joint National Council if, in order to compete 
with other employment in the neighbourhood, it seems 
necessary to offer something above the minimum. Nearly 
all the hospitals from which evidence was sought referred 
to wages as the main factor in the situation. 

One of ithe principal recommendations is that there 
should be appointed to all hospitals of sufficient size a 
full-time domestic supervisor and welfare officer of the 
right personality, who, under the matron, would have 
charge of recruitment, inierviewing, engagement, place- 
ment, training, payment, and welfare. Then there is real 
need in hospitals for guidance in the use of labour-saving 
appliances and methods of working. The committee had 
to abandon its intention to indicate a standard com- 
plement of domestic staff in a hospital. With the nursing 
staff a ratio of nurses to patients offers a reasonable basis, 
but with the domestic staff, who are responsible for the 
care of premises as well as the service of individuals, so 
many variants arise that it would be unsound to lay down 
a ratio of staff or of man-hours to beds. But it is men- 
tioned that one of the very few hospitals which felt that 
its difficulties concerning domestic staff were below the 
average was trying an over-all ratio of one member of 
domestic staff to five beds. 

On the vexed question of nurses undertaking domestic 
duties the committee feels that some training in domestic 
work is a necessary part of the nursing course if the nurse 
is to understand the proper care of the patient’s environ- 
ment; but it is a different matter to depend permanently 
on the nurses in training for a substantial share of the 
domestic labour of the hospital. Teaching and practice 
in housecraft should be a recognized part of the nurse’s 
training, but the domestic requirements of the wards should 
not be dependent on the student nurses to such an extent 
as to absorb a substantial share of their time and energies. 

Another recommendation is that hospitals should con- 
sider the greatly increased employment of male domestic 
orderlies. “‘ We see no reason why, in men’s wards at 
least, there should not be a male orderly for domestic 
duties.” Various other recommendations are made about 
hours of duty, accommodation and amenities, health, pen- 
sions, and, finally, uniform. With the nurses wearing 
uniform there is not likely to be the same objection on 
the part of the domestic staff to a “ badge of servitude ” 
as might be found in ordinary domestic service, and at one 
hospital the green overalls and caps provided for the ward 
orderlies are very popular. 





The National Health Service (Scotland) Bill “ to provide 
for the establishment of a comprehensive health service for 
Scotland and for purposes connected therewith ” was pre- 
sented in the House of Commons on Oct. 31 by the 
Rt. Hon. J. Westwood, Secretary of State for Scotland. 
It was ordered to be printed, but will not be debated until 
the new session of Parliament which is due to begin on 
Nov. 12. 


The next session of the General Medical Council will 
open on Tuesday, Nov. 26, at 2 o’clock, when the President, 
Sir Herbert Lightfoot Eason, will take the chair and deliver 
an address. 
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MORALE IN BATTLE 


ADDRESS GIVEN TO THE ROYAL SOCIETY 
OF MEDICINE 


BY 
FIELD-MARSHAL VISCOUNT MONTGOMERY 


I have chosen for my talk the subject of morale in battle. 
High morale is a quality without which no war can be won; 
it is therefore a vital quality. And since it is a mental quality, 
because it is essentially the product of a mind and a conscience, 
it will be of peculiar interest to the medical profession. 

We must first understand what we mean by “morale.” This 
is wrapped up in the human factor, since the raw material with 
which we soldiers have to deal is “men.” 


The Human Factor 


I would like to begin by giving you my general views about 
the nature of our Army. One great lesson stands out clearly 
in my mind from the late war, in which we went through some 
very bad times, but stood up undaunted, and then hit back. 
It is this. The true and ultimate strength of a nation lies in 
its people, in their capacity to work, in their virility. It lies, 
in fact, in the national character. It is this national character 
that produces the fighting-man—the soldier. : 

The soldier is not chiefly a military figure ; he is primarily 
a social figure. He is influenced by his home, his upbringing, 
and his historical tradition. He is only a soldier because 
military training has imposed a certain fixed pattern of be- 
haviour upon him. The: soldier is, in fact, a citizen of the 
nation. The Army is woven into the social fabric of the nation 
and is an integral part of the community. No matter what 
may be instilled into him in the Army, the soldier will retain 
his individual character, which he derives from his environment. 
He will refiect, primarily, the national character of his country. 
The national character is therefore of immense importance. 
Anything that weakens the national character weakens the 
Army. An army is not, and never can be, merely a collection 
of individuals. It is a fighting weapon moulded by discipline 
and controlled by leaders. The aim of an army is to achieve 
success in battle against the enemies of the nation. All training 
must be directed towards this end, and it must never be for- 
gotten even though the country is at peace. Training must 
from the earliest days concentrate on the selection of leaders 
and the infusion of discipline. It is by discipline that an 
army is welded into a fighting weapon ; it is by leadership that 
it is led to victory. These are the fundamental factors which 
affect the morale of the soldier and lead to success in battle. 


The Quality of Morale 


In war the moral stature of some men increases, and their 
characters grow stronger and more closely knit in proportion 
to the discomforts and dangers they are called upon to face. 
Such men will occasionally perform in battle remarkable acts 
of selfless courage and daring, and will endure with extraordi- 
nary fortitude and patience the burdens thrust upon them. 
Other men, however, will under the stress of hardships or 
dangers surrender to fear or fatigue and will allow their 
characters to disintegrate. This disintegration will usually take 
the form of a loosening of the moral fibre, which results in 
timidity of action and slackness in appearance, while those who 
have gone to seed will be dirty and their appearance will be 
slovenly. In these latter cases there has been a general loosen- 
ing of the character due to a partial surrender to fear. The 
good soldier—the man with high morale—has not surrendered 
to fear and has maintained his personal standards; the bad 
soldier—the man with low morale—has become incapable of 
independent action and has to some extent shed a part of his 
human individuality. 

Morale is a mental and moral quality. It is that which in 
battle keeps men up on humanity’s level. But humanity’s level 
is not enough, because the strongest human instinct is the 
instinct for survival. Morale is also that which develops man’s 
latent heroism so that he will overcome his desire to take the 
easy way out and surrender to fear. The quality which main- 
tains human dignity in battle and at the same time develops 
man’s heroism is high morale. It is necessary now to make 


-good morale. Morale is a mental rather than a physica 


clear what high morale is not. It is not contentment or satis 
faction bred from ease or comfort of living. Both of thes 
contain a hint of complacency, an acceptance of luxury q 
an end in itself. High morale is far more than any of these: 
for it implies essentially the ability to triumph over discomfor, 
and dangers and carry on with the job. 

Nor is high morale achieved through fitness or healthines 
alone. It is important not to confuse the idea of physica 
happiness with morale. The happy faces of men after a 2004 
game of football are not necessarily the faces of men with 





quality, a determination to overcome obstacles, an insting 
driving a man forward against his own desires. High mora 
is not happiness. Happiness may be a contributory factor jy 
the maintenance of morale over a long period, but it is no 
more than that. High morale is not toughness. Some Ver) 
tough men in war have turned out to be very Cisappointing 
in action. Toughness is a physical and not a mental asset 
Tough men will occasionally perform an isolated act of bravery, 
Morale, however, is not a quality which produces a momentary 
act. It influences behaviour at all times. 

In brief, high morale is a quality which is good in itself 
and is latent in all men. It maintains human dignity. | 
enables fear and fatigue to be overcome. It is involved with 
the idea of conscience, but it should not be confused with 
fitness or happiness or toughness. 


Basic Factors of Morale 


We must now consider what factors constitute the morak 
of the soldier in the heat of battle. Certain factors may be 
described as essential conditions without which high morale 
cannot exist. These four basic factors are: (1) leadership, 
(2) discipline, (3) comradeship, (4) self-respect. A fifth factor, 
devotion to a cause, must exist but need nof necessarily influ- 
ence all the soldiers. Finally, there are numerous contributory 
factors which are of great importance but are not essential 
conditions. 

Leadership 


Morale is, in the first place, based on leadership. Good 
morale is impossible without good leaders. Human beings 
are fundamentally alike in that certain common characteristics 
apply to all men in varying degrees. In battle the most impor- 
tant of these characteristics is fear. All men are afraid at 
one time or another to a greater or lesser extent. In moments 
of fear they band together and look for guidance ; they seek 
for a person to give decisions ; they look for a leader. 

In times of war the leader has opportunities denied to him 
in peace. The difficulties, dangers, and discomforts inseparable 
from the battle-field make men cry out for the leadership they 
can do without in peace. At such moments men are too. weak 
to stand alone; they find the burdens too great to bear and 
their own ‘selves unequal to the task. The leader himself 
accepts the burdens of others and by doing so earns their 
gratitude and the right to lead them. The men recognize in their 
leader some quality which they themselves do not possess ; that 
quality is “ decision.” Fear makes men sluggish and indecisive, 
unable to decide or act for themselves. The leader’s power 
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over his men is based on his ability to cut through this “ fear | The : 
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paralysis,” and in so doing to enable others to escape from 


becat 


it. The rightness of the decision taken by the leader is irrele: } sense 
vant. What matters is that the decision should be taken and , order 
that the leader should shoulder the responsibility for that obey 
decision. The leader must convince his men of its rightness, soldi 
even though he himself may be uncertain of his own judgment. | such 
If the leader will decide, the men will follow and will fight. | sense 


If there is indecision they will hesitate and wili flee. In short 
“fight and survive,” “fear and be slain”; the leader decides 


The leader’s power of decision results from his ability to 
remain imperturbable in the crisis. His greatest asset 1s the 
ability to act normally in abnormai conditions, to continue 10 
think rationally when his men have ceased to think, to be 


decisive in action when they are paralysed by fear. The objec 


of training must be, first, to select those who possess within 
them the potentialities of leadership, and, secondly, to develop 
these potentialities. This is accomplished by giving the leader 
responsibility. A leader’s character will develop in proportion 
_ to the responsibility with which he has been entrusted. His 
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nosition as the man responsible for the lives and well-being 
of his men must be impressed ‘upon him. In battle his pre- 
occupation with his men’s affairs will give him less time to 
think of his own fears. The mere fact of responsibility will 
increase the leader’s powers of decision and make him confident 
of his ability to handle any crisis. The two vital attributes of 
a leader are: (a) decision in action, and (b) calmness in crisis. 
Given these two attributes he will succeed ; without them he 
will fail. Our great problem in peace is to select as leaders 
men whose brain will remain clear when intensely frightened ; 
the yardstick of “fear” is absent. 


] 


Discipline 

The object of discipline is the conquest of fear. There are 
two aspects of fear. Fear can suddenly attack a man through 
his imagination. A corpse in a ditch or a grave by the side of 
the road will remind him of the peril of his position. He will 
suddenly realize that he himself is liable to be killed. It is 
a function of discipline to fortify the mind so that it becomes 
reconciled to. unpleasant sights and accepts them as normal 
everyday occurrences. Fear can also creep upon a man during 
periods of monotony in the line. At such a time he will have 
the opportunity to appreciate the dangers which beset his life. 
Fear acting through his thoughts can so reduce the man’s hard 
core of courage that he will become nervous and fearful. 
Discipline strengthens the mind so that it becomes impervious 
to the corroding influence of fear. It teaches men to confine 
their thoughts within certain definite limits. It instils the habit 
of self-control. 

The basis of fear is the awareness of Canger. Man becomes 
aware of danger when he feels himself opposed to something 
more powerful than himself. It is important for a man to lose 
his individual feeling and to become an integral part of the 
battalion, division, and army to which he belongs. It is here 
that discipline shows its value, for it can help a man to lose 
his own identity and become a part of a larger and stronger 
unit. It is in this way that discipline will conquer fear. This 
corporate sense which discipline creates helps men to face the 
unknown. 

The method by which the conquest of fear is achieved is 

the unifying of men into a group or unit under obedience to 
orders. Men require to be united if they are to give of their 
best. Discipline seeks to instil into all ranks a sense of unity 
by compelling them to obey orders as one man. This obedience 
to orders is the indispensable condition of good discipline. 
Men learn to gain confidence and encouragement from doing 
the same thing as their fellows ; they derive strength and satis- 
faction from their company; their own identities become 
merged into the larger and stronger identity of their unit. Men 
must learn to obey orders when all their instincts cry out for 
them not to be obeyed. They must learn to obey orders in 
times of stress so that they will do so in times of danger. They 
must learn to carry out their tasks under any conditions and 
despite all difficulties. In this way the mass of loose individuals. 
with their fears and weaknesses, can be welded into a united 
whole, ready to act on the word of a leader. 
Discipline implies a conception of duty. Nothing will be 
accomplished in the crisis by a man without a:sense of duty. 
The sentry in an outpost holds his ground in the face of attack 
because he has a sense of duty to those behind him. This 
sense is instilled by discipline because it teaches men to obey 
orders as a matter of course, to know that it is wrong not to 
obey them, and right—that is, their duty—to do so. For the 
soldier this conception of duty does not embrace abstractions 
such as freedom or empire or democracy. In battle a soldier’s 
sense of duty extends only to the friends who are around him. 
Itis the job of the junior leader to encourage this sense of 
duty. In brief, discipline seeks to conquer fear by welding 
men into a cohesive whole, united by obedience to orders. It 
aims to create a body strong enough to carry each of its 
members through dangers and difficulties which they them- 
selves would be unable to face alone. In this way it promotes 
comradeship, which is the third factor of morale. 


Comradeship 

. Morale cannot be good unless men come to have affection 
for each other ; a fellow-feeling must grow up which will result 
ia spirit of comradeship. Ah army is made up cf human 





beings, so that however much a leader may inspire his men, 


however perfect the discipline, the morale will be hard and 
unsympathetic if the warmth of comradeship is not added to it. 
War, though a hard business, is not necessarily a grim one. 
Men must laugh and joke together, must enjoy each other’s 
company, and must get fun out of life even in times of Canger. 
Comradeship is based on affection and trust, which between 
them produce an atmosphere of mutual good will and a feel- 
ing of inter¢ependence. Men learn to have faith in each other 
and to depend on each other acccrding to the abilities of each. 
Comradeship is a great antidote to fear because it gives a man 
friends. If he has friends he will derive strength from their 
presence and will be anxious not to let ihem down in battle. 
All men have within them a streak of generosity and unselfish- 
ness—a touch of ncbility—and these qual'ties will be brought 
out in their attituce to their friencs. Frieniship causes men to 
give of their best. 

In conclusion, comradeship is vital to high morale because 
it surrounds a man with an atmosphere of warmth and strength 
at the very moment when he is feeling cold and weak. It 
encourages his finest instincts, and the demands of friendship 
serve to strengthen him in battle. These demands are also 
a challenge to his self-respect—a quality which must new be 
considered. 

Self-respect 

No man can be said to possess high morale if the quality 
of self-respect is lacking. Soldiers must be encouraged to 
respect themselves at all times and under all conditions. Self- 
respect implies a determination to maintain personal standards 
of behaviour. A man who respects himself will allow neither 
himself to become slovenly nor his quarters dirty; even in 
action he will take care to see that his personal appearance 
suffers as little as possible. It is the job of the N.C.O. to main- 
tain this aspect of discipline ; it is the function of the officer 
to encourage and instil self-respect. 

Efficiency is inseparable from self-respect. Men must take 
pride in their ability to carry out all jobs allotted to them. 
They must feel that they are good soldiers and are therefore 
of valuc to other people. Men can be persuaded of this fact 
by being trusted. A man who feels he is trusted will feel that 
he is efficient, and he will at once begin to respect himself. He 
will have confidence in his own ability to fight. Men who are 
trusted gain self-confidence. It is the job of the officer to con- 
vince his men that he trusts them. Self-respect is a quality 
which will develop inevitably if the three essential factors 
already considered are present. It is true to say that without 
self-respect good morale is impossible; it is equaily true to 
say that if the standards of leadership, discipline, and com- 
radeship are high, the quality of self-respect will also be high. 


Devotion to a Cause 

It is impossible to make devotion to a cause either a basic 
or a contributory factor to good mcrale. It must stand by 
itself between these two categories. I do not believe that 
soldiers are greatly influenced by “cause”; they do not 
advance over dangerous and fire-swept ground in the conscious 
pursuit of an ideal; they fight for reasons which have littie 
obvious connexion with freedom or democracy. There are of 
course exceptions. But rhetorical statements which assert that 
the soldier ; 


“* . . must know what he fights for 
And love what he knows” 


must not be allowed to confuse the issue. The fact is that 
the soldier, instead of having a “fire in his belly,” advances 
into battle with a cold feeling inside him. These statements 
must be qualified. 

No nation could fight an unpopular war; the war must be 
accepted by the people, since a democracy cannot oppose the 
will of the majority of its citizens. The soldier, as a citizen, 
must therefore be convinced of the rightness of the cause. At 
least his reaction to the declaration of war must be one of 
acquiescence, even if this is only passive; he must not be 
hostile to it. The way to change this passive acceptance to 
active enthusiasm in battle has already been. given in the four 
basic factors. Nevertheless, nothing which I have said must be 
interpreted as minimizing the influence of “cause” on those 
officers and men who are moved by it. For these few, ‘ cause ”’ 
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will be a sustaining and strengthening factor and may be of 
greater importance to them than any of the four factors. 


Contributory Factors 

There are certain contributory factors which powerfully 
assist morale but do not themselves constitute essential con- 
ditions for it. It is possible to have high morale without any 
of these contributory factors, but it is very difficult ; it requires 
the highest standards of leadership and discipline and the 
strongest feelings of comradeship and self-respect. In the 
normal case one or more of these contributory factors must 
be present. There are many of them, and only a few are 
considered here. 

Success.—k. gh morale is possible in defeat but not during 
a long period of defeat. On such occasions confidence in the 
leaders will inevitably wane and the first basis will be under- 
mined. Success will aid good morale by creating confidence 
in the leader and in the command. 

Regi:nental Tradition—tThe regimental spirit can be a power- 
ful factor in making for good morale. The more a soldier 
feels himself to be identified with his regiment the higher will 
be his morale if the four essential conditions have been fulfilled. 
There is a difference between comradeship and regimental 
spirit. Comradeship is the spirit of fellow-feeling which grows 
up between a small group of men who live and work and 
fight together. Regimental spirit is the soldier's pride in the 
traditions of his regiment and his determination to be worthy 
of them himself. Nothing but good can result from this spirit, 
which should be constantly encouraged ; it is not, however, a 
basic factor of morale, because in the crisis of battle the 
majority of the men will not derive encouragement from the 
glories of the past but will seek aid from their leaders and 
comrades of the present. In other words, most men do not 
fight well because their ancestors fought well at the Battle of 
Minden two centuries ago, but because their particular platoon 
or battalion has good leaders, is well disciplined, and has 
developed the feelings of comradeship and self-respect among 
all ranks on all levels. It is not devotion to some ancient 
regimental story which steels men in the crisis ; it is devotion 
to the comrades who are with them and the leaders who are 
in front of them. 


Personal Happiness—-A man should be happy in the sense 
that his personal life:should be in order. Nothing weakens 
a man more than trouble at home; it encourages him to think 
of home, and all that it implies, when he should be occupied 
with the enemy. It turns his mind to peace and his desire 
to live at the moment when it is necessary for him to steel 
himself to face the possibility of death. He must never be 
allowed to forget that his job is to fight. His function is to 
kill the enemy, and in so ding he must expose himself to 
canger. 


Administration 

A man’s ordinary day-to-day life must be well organized. 
Thus, hard conditions imposed on him in training to inculcate 
discipline do not rule out the desirability of good living- 
quarters; and in the line a soldier’s morale will be much 
improved if the administrative arrangements are good and if 
he is assured of proper conditions, with a reasonable amount 
of leisure and comfort when he leaves the front. But here 
a warning must be given. There is a danger to-day of “ wel- 
fare’ being considered as an end in itself and not as a means 
to an end, one of the means of maintaining morale. Welfare 
by itself will not produce good morale because it is essentially 
soft; and it has already been stated that morale cannot be 
good unless it contains a quality of hardness. Hardness and 
privation are the school of the good soldier; idleness and 
luxury are his enemies. Men will endure great hardships if 
they know why and are convinced of the necessity. “* Blood, 
toil, tears, and sweat” is not for nothing one of the great 
rallying calls of the English race. Goering’s cry, ‘Guns before 
butter,” expressed the same truth. If men believe in the need, 
hardships are in themselves a stimulant to morale. But the 
opposite is also true. Let there be any suggestion that butter 
can come before guns and some men will at once choose the 
butter. If this happens there will be no morale in the sense of 
this definition. 


MEDICAL JOURNAL 

Propaganda.—The uplifting effect of modern propaganda y 
a soldier is perhaps a new development. A man’s morale j 
raised immensely by feeling that his efforts are appreciaty 
and applauded, not only by his comrades and his officers by 
by the world at large. Remarkable results can be achiev 
by the use of modern publicity methods. These results vil 
be achieved only if the fighting soldier is differentiated fron 
the soldier who serves behind the fighting line. The lat 
often works at dull, monotonous jobs and lacks the stimuly 
of battle conditions ; it is good for his morale that his Wor 
should be publicized in the press. But it is no good Writing 
of the Bren gunner and the G.H.Q. clerk in the same term, 
The sharp distinction between those who risk their lives jj 
actual battle with the enemy and those who do not must Ie 
be blurred. A fighting soldier thus glorified will soon becon 
convinced of his own importance. This artificially stimulaty 
feeling of self-importance is a quality lower and less lastiy 
than that of self-respect, but it is none the less of momentay 
value. 

Conclusion 

In brief, high morale has been defined as the quality whig 
makes men endure and show courage in times of fatigue ay 
danger. The cultivation of morale depends upon the trainin 
of leaders, the inculcation of discipline, the encouragement ¢ 
comradeship, and the infusing of self-respect. The leaders muy 
have a belief in their cause, and they must pay attention 
numerous contributory factors of considerable but secondary 
importance. 

We live to-day in a scientific age. But we soldiers have t 
remember that the raw material with which we have to deal j 
“men.” Man is still the first weapon of war. His training; 
the most important consideration in the fashioning of a fightin 
army. All modern science is directed towards his assistang 
but on his efforts depends the outcome of the battle. Th 
morale of the soldier is the most important single factor in wa 





CENTENARY OF ANAESTHESIA 
CELEBRATION DINNER 


As part of the centenary celebrations of the first administratic 
of ether the Association of Anaesthetists of Great Britain ani 
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Ireland held a dinner in the Great Hall of Lincoln’s Inn a 
Oct. 31 under the Presidency of Dr. A. D. Marston. Proposix 
the toast of the association Sir Alfred Webb-Johnson said thi 
the centenary marked the beginning of the most brilliant phag 
in the history of British medicine. He praised the anaesthetisi 
for having raised the standard of their specialty by insisting 
on a diploma and recognition of the status of anaesthetist, 
“You are,” Sir Alfred said, “‘ practising physicians. Y 
administer drugs of very high potency.” In reply, the Pres 
dent thanked the College of Surgeons for the facilities grants 
to his association. As an example of the increased scope 
the anaesthetists’ work he observed that in Birmingham anaté 
thetists were responsible for anti-shock and resuscitation wol. 
The position of the specialist anaesthetist was becoming recoy 
nized, and “ we now have a Group within the B.M.A.” Tk 
toast of the guests was proposed by Dr. John Gillies, af 
in reply Dr. Charles Hill referred to the two-way linkap 
of the Association of Anaesthetists—in the academic sphee 
with the Royal Colleges and in the medico-political sphere wil 
the B.M.A. The B.M.A. would see that in any future Natiowl 
Health Service the anaesthetists would be assured of thé 
proper role and status. As a profession, he said, we seek # 
quarrel with established authority, but we have a treasure! 
preserve in the freedom and integrity of the professia 
Dr. Wesley Bourne, of the Department of Anaesthesia at t 
McGill University, also replied for the guests. He representé 
the American Society of Anaesthesiologists and the Canadié 
Anaesthetic Society, as well as his own university. By # 
three he had been charged to congratulate the Association ¢ 
Anaesthetists on this occasion. He also conveyed the that 
of the anaesthetists of the fighting Forces of the U.S.A. a 
Canada for the courtesy extended to them during this 
Two weeks ago, he observed, a meeting of anaesthetists, 4 
tists, surgeons, and physicians was held in Boston to celebral 
the 100th anniversity of the use of ether in a surgical operalld 
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4APPTeciaty/ prof. J. A. Hajer, chief medical officer of the Royal Swedish 
Officers by Health Department, recently described at a meeting of the 
© achiev Empire Rheumatism Council the campaign against rheumatic 
results yij diseases in Sweden. The latest development was the building 
lated fron of a research institute in Stockholm which it was hoped would 
The lattif ye opened early in 1948. The Swedish Research Council, 
e stimuly analogous to the M.R.C. in Great Britain, had elected a sub- 
t his: wo committee on research in rheumatic diseases. The various hos- 
Od rity pitals in Sweden devoted in whole or in part to rheumatic dis- 
ime term eases worked to a central plan. Planning first began about 
Ir lives i 1934, when 656 beds were specially set aside for rheumatic 
t Must ng patients ; in 1941 a further 1,300 beds were provided, and in 
wee becom 1945 a further provision of 2.000 new beds was made. The 
Stimulatd basis of the latest plan was the reports of practitioners on 
ess lastiy all the rheumatic cases of which they had had knowledge 
nomentay in 1943. Nearly 1,400 doctors responded (80% of those 
expected to do so); the total number of cases reported was 
some 56,000. A calculation was made of the number of these 
lity Whidf requiring hospital care, the patients being divided into four 
Atigue anif categories : (1) acute arthritis, (2) chronic arthritis, (3) arthrosis, 
le traininf and (4) sciatica and miscellaneous rheumatic conditions. It 
gement df was considered that a 60 days’ stay in hospital should be 
iders mut} allowed on the average for cases of acute arthritis, 90 days 
tention wf for chronic arthritis, and 40 days for the cases falling into the 
secondan} third and fourth groups. 

It was proposed to relieve the hospitals by provision for 
convalescence and, especially in view of the increased longevity 
and the liability of old people to develop rheumatism, to 
increase the accommodation for chronic cases in the aged. A 
Swedish Association for Combating Rheumatism had been 
formed recently and worked in co-operation’ with the 
employers’ and labour organizations, with the Swedish Medi- 
cal Association, and with bodies of social workers. 
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CONFERENCE ON MENTAL HEALTH 


The National Association for Mental Health is now being incor- 
porated by the formal amalgamation of three voluntary organizations, 
the Central Association for Mental Health, the Child Guidance 
# Council, and the National Council for Mental Hygiene. These three 
bodies, during the past few years, have been provisionally amalga- 
mated, and most of their work has been carried out by the 
; Provisional National Council for Mental Health. With incorporation 
said thif the whole field of voluntary mental health services in England and 
ant phat Wales will be brought under one head. To signalize this event a 
esthetisf conference on mental health is being held at Caxton Hall, 
inf Westminster, on Nov. 14 and 15. It will be attended by many 
esthetisig "ePresentatives of local authorities and voluntary organizations from 
all parts of the country. The first morning session wili be devoted 
to the application to the civilian population of war-time experience 
of neurosis and backwardness in the Forces, and the employment 
of the mentally and emotionally handicapped, the speakers being 
Dr. J..R. Rees and Dr. T. F. Main, with Prof. J. M. Mackintosh 
m anaéfin the chair. At the afternoon session the Minister of Health will 
on woll, give a short address, and Prof. Aubrey Lewis will speak on com- 
ng reco;f Munity care in relation to the extended powers of heaith authorities 
4.” Tep Under the new National Health Service Bill. The subjects for the 
lies, asp MO™MIng session on Nov. 15 are the care of the homeless child, and 
- Finkag pina delinquency (Miss Lucy G. Fildes and Miss Margery Fry). 
c sph t the afternoon session Miss Norah Gibbs and Dr. John Bowlby 
wil will speak on the integration of the psychological services under the 
rere Wi new Education Act, and on the future role of the chiid guidance 
clinic in education and other services. Applications for tickets and 
of thef all correspondence should be sent to the Conference Secretary, 39, 
Queen Anne Street, London, W.!. (Telephone: Welbeck 1272.) 
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d Blood donors in Scotland gave 7,888 pints of blood in the quarter 
rese 


ending June 30, 1946. This was an increase of 657 pints compared 
Sanadig with the previous quarter and sufficed to balance the output of blood 
By d and Plasma requested by hospitals from the Scottish National Blood 
‘ation ¢ pransfusion Association. Increased demands were made on the 
> thar a Transfusion Service, particularly by the general hospitals, for 
SA. a quid plasma, and the amount issued rose from 839 to 1,448 pints. 
his will 4 “4 amount of whole blood used was 4,136 pints compared with 
” 4 pints in the previous quarter. During August the Glasgow 

Sts, det - West of Scotland Blood Transfusion Service despatched to 
-elebre Ospitals in the area 637 pints of whole blood and 471 pints of 
veratiol Plasma (representing 1,000 pints.of blood)—a total of 1,657 pints. 
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UNDERGRADUATE TRAINING IN 
AND GYNAECOLOGY 
At a meeting of the Section of Obstetrics and Gynaecology 
of the Royal Society of Medicine on October 18 Mr. JAMES 
Wyatt, the President, delivered an address from the chair on 
the future training of the undergraduate. At the beginning 
of the meeting a tribute was paid to Sir Comyns Berkeley and 
Dr. Watts Eden, former Presidents of the Section, who had 
died since the previous session. 

Mr. Wyatt said that obstetrics and gynaecology was much 
more compact than medicine and surgery. Those specializing 
in it had been remarkably drawn together by the formation 
of the Royal College of Obstetricians and Gynaecologists, and 
it would not be difficult with the aid of that College to arrive 
at an agreed scheme of training which would bring in all the 
schools. The aim of undergraduate training was primarily to 
make a good general practitioner. If in the course of his 
training the student discovered that he had specialist aptitudes 
any special training should not be started until he was 
thoroughly grounded in general medicine. Specialists who set 
examination papers were often inclined to forget that the 
student ought to have a good general knowledge. In future 
a certain amount of notice would be taken of reports on the 
student's ability during his period of training by the chief 
under whom he had been trained. Mr. Wyatt thought also 
that there should be a standard textbook for undergraduates. 
This would not prevent students who wished to do so from 
applying themselves to the full literature of the subject, but 
it would save the less learned from absorbing a great amount 
of unnecessary knowledge at this stage of their career. 


OBSTETRICS 


Obstetric Teaching Beds 

In his own student days there were no obstetric beds in the 
hospitals for teaching, and not until after the first World War 
was it decided that all students must spend a month in a lying- 
in hospital or in the lying-in wards of a general hospital before 
they went on the district. This stimulated the majority of 
teaching hospitals to open up a number of lying-in beds, and 
it was not until those beds were opened that any sort of ante- 
natal examination was carried out. Nowadays the district was 
a thing of the past. The majority of students learned their 
midwifery in a lying-in hospital, and this was a pity, because 
some valuable knowledge of the home life of patients was 
learned in domiciliary midwifery. He hoped it would not be 
long before all teaching hospitals would have sufficiently large 
units to enable their students to receive all their obstetric train- 
ing under the control of the teaching hospital instead of having 
to go off to another hospital. It was not just training in actual 
delivery that was important; the training in the antenatal 
department should by no means be neglected. 

In gynaecology the student learned more of value in the out- 
patient department than in the wards. Here he learned to 
value the psychological approach. Attendance in the operating 
theatre should be restricted. From some points of view the 
operating theatre was important; it afforded the opportunity 
of careful pelvic examination under anaesthesia, but the 
watching of long operations should be confined to those who 
were taking an active part in the particular case. It was also 
important that such a student should see the same case three 
or five weeks later in the follow-up department to learn the 
actual results of operation. When it came to detail in gynaeco- 
logy, how much intricate knowledge of the pelvis should the 
student be expected to know? It would be an advantage if 
he was expected to know more about the physiological aspect 
of normal functioning. What amount of morbid anatomy was 
necessary ? Was it necessary for him to be asked questions 
as to all the different types of ovarian tumours? It seemed 
much more important that the student should recognize if 
the patient had an ovarian tumour and whether it was innocent 
or malignant. Any major operative technique was not wanted. 


Reduction in Number of Cases 


In some discussion following the President’s address Dr. J. P. 
HEDLEY said that the education of the medical student had 
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recently been considered by the General Medical Council, 
which was recommending that medicine, surgery, and obstetrics 
and gynaecology should each have a full six months. 
also proposed that the number of cases a student had to attend 
should be reduced from 20 to 12, and that two individuals 
could attend the same case. Dr. MALCOLM DONALDSON said 
that once it was recognized that a man must have postgraduate 
training before he took on obstetrics in the new service he 
could cut down a little of the obstetrics in his undergraduate 
training and even more of the gynaecology. The latter was 
best taught in the out-patient department. On methods of 
teaching he felt that the value of the film had been neglected. 
He was a member of a committee which was approaching the 
University of London on this subject. Much excellent teaching 
could be given by means of film strips. 

Dr. A. J. WriGLEY said that care must be taken not to put 
an entirely specialist view before medical students. It was 
very important to direct the student’s attention to the general 
condition of the pregnant woman, not merely to the manner 
of presentation and such details. Too often in cases, for 
example, of ante- or post-partum haemorrhage there was no 
general assessment of the patient. Very few people had heard 
of postnatal clinics, which were very useful and in which it 
was possible to teach a great deal of preventive medicine. At 
examinations questions were not sufficiently asked about the 
postnatal condition, and the infant got no attention, the care 
of infants in many hospitals being handed over to the paediatri- 
cian. In gynaecology, more perhaps than in any other branch 
of medicine, specialization was in less and less demand. The 
conditions seen in the gynaecological out-patient department 
were closely linked up with general medicine. In cases of 
amenorrhoea and the like, as a rule, the general condition was 
more important than abnormalities of the pelvis. Teaching in 
gynaecology was best given in the out-patient department. If 
a student spent too much time in the gynaecological ward he 
was apt to think of gynaecology as a cepartment of surgery. 
If a student was going to be three months in his department 
he would put him for two months with the out-patients and 
only for one month in the wards. 


The Future G.P. and Midwifery 


Prof. F. J. BROWNE said that he had long felt that as teachers 
of undergraduates they were at the mercy of examiners in the 
final examinations and unable to teach how and what they 
wanted because their first duty was to try to get the students 
through the final. The undergraduate should be taught funda- 
mental principles; it was impossible to teach him technical 
details of the management of cases which the rest of them 
needed a lifetime to learn. After a student had finished his 
* course in the school there should be an internal university 
examination dealing with fundamental principles and giving 
the man his degree, and then during his postgraduate and pre- 
registration year, when he was serving an internship, he could 
learn certain technical details in the only way in which they 
could be learned, namely, by practice. Prof. Browne said that 
there would never come a time when women would not want 
to be attended by their own general practitioners in the greatest 
crisis of their lives, and there would always be men just 
qualified and going out into practice who, being popular with 
their women patients, would see them through their confine- 
ments. Short of the introduction of an entirely new principle 
into medicine, these men would attend cases without having 
any higher qualification. It was essential, therefore, to give a 
very sound training to the undergraduates who might have to 
undertake these responsibilities. He was sorry to hear of the 
proposed reduction from 20 cases to 12. It was important to 
have both number and variety of cases to give the student the 
necessary experience. When the student went into practice it 
was not normal cases he would customarily attend ; these would 
be attended by midwives. He disagreed with the President as 
regards attendance at operations. It was very useful for the 
students to see minor operations of the kind which they might 
have themselves to do in practice. In the operating theatre 
they had the opportunity of carrying out bimanual examinations 
under anaesthesia, and they saw the living pathology. He 
could not agree that the film was valuable in education save 
in the illustration of a rare condition which would not be 
seen in six months’ clinical work. 
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Prof. W. C. W. Nixon, speaking with regard io the use of 
films, took a contrary view to that of his predecessor at Unive. 
It was sity College Hospital. The use of films and of Photography 
in teaching was one respect in which the Americans led Us yee 


As for social obstetrics, he suggested that students should 20 
to the borough clinics and see pregnancy more “in the raw’ 
Mr. ARNOLD WALKER said that there was a large pool of surplus 
cases in municipal general hospitals which could be used for| SIR; 


students. Mr. V. B. GREEN-ARMYTAGE deplored the tendency § most 
in examinations to keep to the book. If they went outside th ff is Wh 
book the students were at once “stimied” from the point gf gradu 
view of answering questions. One departure which might by § Servic 
made was an interchange of teachers in the various schook § pays” 
Students got bored with one set of teachers and the same oi the PI 
rigmarole. . enteri 

South African Practice a8 


Prof. JAMES Biack, who holds the chair of obstetrics ani Par 
gynaecology in Witwatersrand University, said that his studens§ which 
last year on the average delivered 27 cases, and they saw 67 § Servic 
including normal and abnormal ones. He usually gave them crucia 
three weeks of practical obstetrics and then, after a six months | for e' 
interval, a further six weeks. He had had the advantage of prope 
17 years in general practice before. he took up the specialty} many 
and knowing the general practitioner’s exigencies, he tried to} indivi 
make the course as practical as possible. Next January a law} his ov 
would come into force in the Union whereby no student would} for th 
be allowed to practise until he had had a year’s internship inf entert 
hospital, four months of such year to be Cevoted to obstetrics} carve: 
and gynaecology. He was all in favour of teaching by films: of if, 
he had been doing this now for six or seven years. He believed} call h 
too much time was wasted in watching operations while the} choice 
student should be studying cases he would encounter in generalf think 
practice. intent 

Dr. G. Dick REID commented on the absence of teaching off future 
normal labour. How were students to be expected to acquire§ practi 
knowledge of normal cases ? How many lectures were devotedf be no 
to the procedures of normal labour? Mr. WILLIAM GILLiaATII to an 
said that there were men teaching in London who did devot§ the o 
some time in their lectures and demonstrations to teaching thef mene’ 
conduct of normal labour, and there were obstetricians whof norm: 
had sat through normal labours. Dr. BEATRICE TURNER saiig own t 
that 12 cases properly attended were far better than 2)§clear 
in which the student just went in to deliver the head. Shefacqui 
spoke of the value of the tutorial method in teaching. Long‘ not 
lectures, interesting as they might be, should be kept to agpart ¢ 
period before or after the obstetrics course. less ¢ 

A speaker who described himself as the youngest gradvatfof the 
present regretted that he had had no opportunity of followin§! am 
normal deliveries. An “embryo teacher” ceclared that thgmen— 
reform of the examination system was long overdue. Exami§who — 
nation was the “dead hand” against all that the teacher trie(fA bir 
to co for his students. The student became more and mongescape 
technically minded, interested in technical detail, which reall fsectio 
belonged to postgraduate instruction. Another speaker sug until 
gested that more midwifery should be seen at the expense 0 old in 
gynaecology. Attendance at the gynaecological out-patien Reich 

epartment should be synchronized with the teaching of mid If c 
wifery. Thus the period of midwifery could be doubled ageontrc 
the expense of ward gynaecology. sultan 

Mr. Wyatt, in replying to the discussion, said that in alf@r co 
teaching hospitals provision would have to be made for teachinpmemt 


how to deal with cases of abortion. eal 
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A clinicai meeting of the Medical Society of the L.C.C. Servic 
was held at Hammersmith Hospital, on Aug. 8, when cases Wet 
demonstrated. Prof. Grey Turner introduced a discussion on hi 
cases of: A patient thirty-four years after transplantation of thy 
ureters for total epispadias with, incontinence. Cases seven yea 
and five years afer treatment of epithelioma of mouth and Crik 
operation for removal of neck glands. Malignant melanoma ¢ 
eyelid with massive secondary invasion of neck glands; patient ali 
and free from recurrence six years later. Dr. Scadding discussed 
case of sarcoidosis and asthma, urticaria, and transient pulmonal ould 
infiltrations: a case for diagnosis. A case of chronic uraemia assoc he } 
ated with pregnancy was described by Dr. Hollings and Prof. Kellaifia sup 
and Mr. Franklin reviewed the history of a case with carcinoma (Bhis py 
the sigmoid colon, pulmonary tuberculosis, and gastric ulcer. will t 
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The Plebiscite 


§ir,—The profession in this country has now to make the 
most momentous cecision in its history. The point at issue 
js whether medicine shall remain a free profession or become 
gradually but inevitably a branch, at one remove, of the Civil 
Service, whose primary duty will be to the Government which 
pays and controls it. This question is not directly posed by 
the present vote but is implicit in it. If it goes in favour of 
entering the suggested “negotiations” about regulations the 
implication will be that we are willing to enter the new Service, 
or, at any rate, are resigned to the prospect. Are we? 

Parliament has declined to insert in the Bill several points 
which we have repeatedly declared to be essential to a good 
Service. I will deal with only one of them because I think it is 
crucial. The future of the general practitioner would be fixed 
for ever if we accept that all medical practices shall be the 
property of the State. It is a sinister sign of the times that in 
many quarters it is considered to be almost a crime that the 
individual citizen should possess something he can really call 
hisown. I was brought up to believe that it was a good thing 
for the individual and for the community that by hard work, 
enterprise, and thrift a citizen should make good in a career 
carved out by himself, and that it was something to be proud 
of if, at the end of-his career, he had made something he could 
call his own and which he could pass on to a successor of his 
choice. This is, however, repugnant to the people who now 
think themselves capable of controlling our destinies, and their 
intention was. made quite clear when it was decided that in 
future there should be no private property in the goodwill of 
practices, however honestly and laboriously earned. It should 
be noted that what is proposed for doctors can easily be applied 
to any man who has- built up a business. And what a farce 
the offer of compensation is! Sixty-six millions of public 
meney is to be given to people who don’t need it, because in 
normal times they could get the price of their goodwill in their 
own time and without a penny of public assistance. Is it not 
clear that the intention behind this alleged “‘ generosity ” is to 
acquire complete control of the profession which is as yet 
“not ripe for it” ? Once this is done the “part salary and 
part capitation’ can easily be made into “more salary and 
less capitation” until the eventual aim (not at all disguised) 
of the Socialist is attained and the ripening process is complete. 
Iam aware that this prospect has no terrors for some medical 
men—those who are more Socialist that medical, and those 
who hanker after “security.” Yes, they can have security. 
A bird in a cage has it, and there will be as little prospect of 
escape fer the one as for the other. There are also the wavering 
section who plead that it is “ inevitable.” Nothing is inevitable 
until it has happened. If Mr. Churchill had been “ one of the 
—* ” we should now have been a part of the German 
eich, 

If one needs further confirmation of this desire for complete 
ontrol look at what is to happen to the specialists and con- 
sultants. The hospitals are to be confiscated, and no specialist 
at in alper consuliant is to have a hospital appointment who is not a 
teachinpmember of the Service. And, so that no avenue of escape 
pshall be left, the Minister can take over compulsorily any 
private hospital or nursing home. 

There are many other poinis in the Bill which show what 
are the intentions of an arbitrary Minister who has no use for 
egotiations, but these are comparatively trivial compared with 
he one I have mentioned. 1 believe that if the doctors lose 
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n yr 4 € control of the goodwill of their practices they will have 
oa surrendered the citadel of our case against the Bill, and their 
ee birthright of professional freedom. I hope, therefore, that the 





Answer to the plebiscite will give our leaders the emphatic back- 
ng they need if they are to take a strong line. They cannot 
de expected to do so unless the answer is unmistakable. What 
ould be the consequences if the answer is as I hope it may be ? 
he Minister will be faced with a situation in which he will have 
Supply of doctors quite inadequate to enable him to fulfil 
is promise of a first-class medical service everywhere. There 
ill be no “strike.” You can only strike against conditions 


noma ¢ 
tient ali 
scussed 
ulmona 
ia assoc 
yf, Kellam 
inoma 0 
T., 

















already accepted. The public will still get the services of their 
doctors and it will be for the Minister to explain how the bills 
are to be paid out of the compulsory contributions he has 
already collected. I am well aware that to take the course I 
am hoping for means preparing for a stiff fight. Will the 
profession rise to it? If not, then it will be tacitly confessing 
that the Service it has told the public was unacceptable to the 
profession, and bad for their patients, must be accepted because 
the doctors think that a poor Service is good enough for the 
public—or, at any rate, is not worth fighting about. 

I may be told that the history of the fight over National 
Health Insurance in 1911-12 shows that the profession cannot 
be relied on to stand to its guns. The circumstances are not at 
all comparable. Then we had won most of what we fought 
for but were too stupid to claim a win on points. This time 
we have won nothing of any consequence. Every alleged 
“ concession’? made by the Minister “has strings to it” which 
can be tightened up in his own good time. I may be told that 
it is all very well for an old man who has nothing to lose to 
incite others to undertake a momentous and difficult struggle. 
It is true that I, personally, have nothing to lose, but the pro- 
fession I have served all my life has everything at stake— 
inclucing its soul.—I am, etc., 


London, S.W.7. ALFRED Cox. 

Sir,—With regard to the plebiscite about to be taken I can 
foresee that a good deal of misunderstanding may arise over 
the interpretation of the answers given. The suggested wording 
is whether negotiations on regulations under the National 
Health Service Bill should take place with the Minister of 
Health. Accorcing to the Bournemouth memorandum a vote 
upon this question wi.:l be tantamount to acceptance or rejec- 
tion by a majority of the profession of the principles and 
essential structure of the Bill. Surely this is a quite unwar- 
ranted interpretation and reads into the question much more 
than is asked: 

Should the majority vote against negotiations it is reasonable 
to assume that they will refuse to work the present Bill. If 
the majority are in favour of negotiations, this can only be 
interpreted to mean that they want to see the finai terms and 
conditions of service before coming to a definite decision. If 
the Council of the B.M.A. want to know whether the medical 
profession will accept or reject service under the Bill if enacted 
in its present form, they must ask this as a direct question 
either now or at a later date. To interpret the voting on the 
suggested plebiscite as an answer to the above question can 
only lead to confusion.—I am, etc., 


London, W.1. L. G. SCOULAR. 


Fate. of Parliamentary Regulations 


Sir,—In view of the forthcoming referendum to the profes- 
sion regarding action to be taken in face of the present position 
of Mr. Bevan’s Bill, I shouid like to press again my conviction 
that the only decision which doctors should consider now is 
whether they, as individuals, will or will not take service when 
the Act reaches the statute book. My conviction is based 
upon an analysis, which I submit herewith, of a review cf the 
fate of Regulations (that is “‘ Statutory Rules and Orders”) 
issued by the Ministry of Education since the present Govern- 
ment entered upon its steam-ro:ler course in the House of 
Commons in October, 1945. 

In his masterly exposition of the Bill on the Second Reading 
(Lords’ Hansard, October, 1946) the Lord Chancellor, Lord 
Jowitt, sought to reassure the medical profession with the 
statement that while he acknowledged that the Minister is to 
enforce the provisions of the Bill “by a regulation-making 
power ” the profession was safeguarded by the fact that “ Every 
single one of the regu-ations which he makes has to come before 
Parliament, and either must receive affirmative approval, or 
can be quashed by a resolution of either House.” How com- 
plete is the scope of this regulation-making power was clearly 
demonstrated in the White Paper in Section 33. It is there 
set out: “The Minister is empowered to make regulations 
governing the qualifications, conditions of service, and remun- 
eration of any or all ciasses of hospital staff, as of the staff 
engaged im any other part of the Health Service.” I submit, 
Sir, that while this practically unrestricted power of making 
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regulations “ governing the qualifications, conditions of service, 
and remuneration of every person in: the Health Service” 
remains reserved to the Minister, the safeguards of which Lord 
_aJowitt made so much are wholly iliusory. 

In a Parliamentary answer to me (Hansard, Oct. 22, 1946) the 
House of Commons was informed that since the passage of 
the Education Act, 1944, the following regulations, circulars, 
and administrative memoranda have been issued by the Ministry 
of Education: regulations, 35; circulars, 145; administrative 
memoranda, 186. I append a record of the ultimate fate of 
the only reguiations under the Education Act, 1944, which have 
been in fact challenged in debate in the House of Commons 
since Oct. 18, 1945, up to June 4, 1946: (1) Regulation under 
Statutory Rule and Order 1945 No. 636—Motion for annul- 
ment rejected after debate (Oct. 18, 1945). (2) Regulation 
under Statutory Rule and Order 1945 No. 709—Motion for 
annulment withdrawn (Oct. 24, 1945). (3) Regulation under 
Statutory Rule and Order 1946 No. 352—Motion for annul- 
ment rejected. (4) Reguiation under Statutory Rule and Order 
1946 No. 630—Motion for annulment rejected. 

The regulation-making ‘power under Mr. Bevan’s Bill is even 
more universal than in the Education Act. It is to be remem- 
bered that Statutory Rules and Orders, unless challenged by 
one or other of the Houses within a prescribed period, 
automatically become law.—I am, etc., 


House of Commons. E. GRAHAM-LITTLE. 


Health Service Bill 


Sir.—We have already contributed to your columns a letter 
about the Health Bill (Sept. 21, p. 439) deploring the loss of 
liberty which we shall all suffer when it becomes effective. 
Some doctors appear to be unable to recognize the dangers 
resulting from this loss of liberty, others are apathetic, and 
some say quite honestly their primary concern is with the regu- 
lations, financial. and otherwise, by which the. Bill will be 
worked. To the latter we should like to point out that, whereas 
the Minister will no doubt offer reasonable and attractive terms 
to medical practitioners to join the new Service, we shall have 
no guarantee or safeguard that in the future conditions will 
remain so reasonable and attractive. When we have renounced 
our freedom and placed ourselves unreservedly in the hands 
of the Minister, what will prevent him, or his successors in the 
years to come, from scaling down salaries and pensions on 
the grounds of national economy ? If in the future some of 
those who are now prepared to join the Service become dis- 
satisfied with the conditions as they may then be, they will 
have to be very brave to give vent to their dissatisfaction, for 
_ under the Bill, if they come into conffict with the Ministry 

which employs them, they will find that the Minister may be 
their ultimate accuser, jury, judge, and executioner, and the 
choice will lie between toeing the line and dismissal and ruin. 

The recent dispute between the doctors and the Minister 
about the N.H.I. capitation fee is an obvious warning to the 
profession. The Minister refused to apply the recommenda- 
tions of the Spens Report or to negotiate with the Insurance 
Acts Committee. His attitude was dictatorial and arbitrary, 
and it was not until the doctors forced his hand, by showing 
that the majority were prepared to resign rather than submit 
to this injustice, that he conceded the point. Once the Minister 
has the profession completely in his power it will not be pos- 
sible to voice such grievances or obtain redress. We hope that 
those who think the regulations of the new Service are the 
primary consideration (and there are many who seem to think 
so—some have even written letters to the Journal roundly 
declaring as much) will realize before it is too late that it is 
impcessible to buy security at the expense of freedom, even if 
it were desirable to do so, as some seem to think it is. We 
do not suggest that the profession should refuse to co-operate 
in a State Medical Service—the Bill is in many respects excel- 
lent—but we do hope that they will be adamant in their refusal 
to work the scheme until the objecticnable and dangerous 
clauses are removed, It is not our freedom only which is at 
stake. If we collapse the whole framework of civil liberty, 
already seriously undermined, will be much further weakened. 
—We are, etc., 

Zoe Harris. 


Langport, Somerset. PavuL HArRIs. 


ee 


Errors in Regard to Goitre 


Sir,—The original paper (Sept. 28, p. 449) by Drs, Line 
Keynes, and Piercy, has successfully challenged and stimulates 
thought. The vast experience upon which the writers drey 
for their paper has been mainly gained from a Surgical unit 
and tends to be fundamental and factual within this approach 
As a physician with medical leanings, one cannot fail to be 
impressed by the clinical usefulness of methyl thiouracil oye 
long periods, admitting its limitations and incidence of toxicity 
The more recent treatment of thyrotoxicosis with radioactiy 
iodine by mouth (Chapman and Evans, J. Amer. med, As, 
1946, 131, 86) still further widens the effective field of therapy, 

Surgery will, nevertheless, always have a useful and indispen. 
sable place in this field. One wonders, however, whether th 
incidence of carcinoma superimposed on goitre, for which th 
figures in different pathological centres appear to be ven 
variable, should be unduly stressed in the absence of othe 
indications for surgery. As to the diagnosis of thyrotoxicosis 
my experience is similar to the much greater one of Prof 
Robertson, namely, that the basal metabolic rate is of th 
greatest value, and in the absence of an absolute or relative) 
raised rate thyrotoxicosis should not be diagnosed. Finally, 
I am impressed by the considerable number of patients on 
meets with of all ages examination of whom reveals enlarged 
thyroids of which they have been usually unaware. They 
frequently have anxiety symptoms, but show no real evident: 
of thyrotoxicosis. Further, such evidence does not develo 
during years of observation. The frequency of enlarged thyroid 
and the ineffectiveness of thyroidectomy are well recognized 
in the condition of “effort syndrome” or D.A.H. (disordered 
action of the heart), a recognized neurosis. In view of the 
emotional factor in the aetiology of thyrotoxicosis and th: 
possible hypothalamic mechanism, it is difficult to see why thes 
patients do not go on to thyrotoxicosis. The inherent respon 
siveness Or unresponsiveness of the thyroid gland appears to 
be a factor. The iodine intake of these sporadic cases i 
apparently normal.—I am, etc., 


London, W.1. S. LEONARD SIMPSON. 


Diagnosis of Intestinal Amoebiasis 


Sir,—The letter by Dr. K. R. Hill (Oct. 19, p. 589) on “ pro- 
vocative emetine” in the diagnosis of intestinal amoebiasis 
cannot be allowed to pass unanswered. The standard works 
on the subject fail to show any reference to this method o 
diagnosis, and one can only assume that it is based on a mis 
taken analogy with the “ provocative” dose of N.A.B. in the 
serological diagnosis of latent syphilis. However, the tw 
problems are obviously wide apart in principle. Whereas the 
latter involves a complex complement-deviation reaction, th 
former is no more involved than the action of emetine upo 
the amoeba; and amoebae which are so scanty as to be difficul 
to demonstrate will surely be made even more scanty if th 
patient is given emetine. So many inaccurate statements hav 
been made on the subject of diagnosis of this condition thé 
to recall a few elementary points, even at this stage, is almos 
excusable. 

Apart from a suggestive history and clinical findings suc 
as a thickened sigmoid or caecum, the only absolute criteria 
is the demonstration of the amoeba under the microscope. It 
the acute or subacute condition, the vegetative amoeba is almot 
always found in the faeces or bowel scraping obtained }) 
sigmoidoscopy. In the “ quiescent” phase, it is the cyst whi} 
is found, but only comparatively rarely, and it is no more that 
a matter of luck whether any one specimen contains cysts 0 
not. The answer that suggests itself is to do a series of tet 
twenty, or thirty stools ; but all these may be negative and th 
thirty-first specimen positive ; in fact, where is one to stop’ 
The production of an artificial diarrhoea by giving the patie 





salts does not seem to make the problem any easier. In ail 
case, in military practice, the patient is put off sick and ha 
nothing else to do except provide the laboratory with spec 
mens. In civilian practice this is impossible because no patier 
will bring. thirty consecutive specimens on thirty conseculi\! 
days, or stay in hospital for a month merely to establish th 
diagnosis: in a condition which is not giving him much trouble 
At this point there are two solutions to the problem, which! 
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2 
rm academic and practical. The academic solution is very 
ynsatisfactory. The patient asks, “Have I, or have I net, 
amoebi dysentery ? ” and one is bound to answer, ““T do not 
know.” The practical solution is to tell the patient to return 
immediately there is any recurrence of the diarrhoea, and if 
this is in fact due to amoebic dysentery one will always find 
the vegetative form of the amoeba. Of course, there are various 
objections to this procedure, among which is the fact that 
the patient may in the meantime develop an acute hepatitis, 
but this in no way affects the general principle. In addition, 
ore may resort to stool culture on special media and, | under- 
sand, there is some work being done on a complement- 
deviation reaction. : 2 

Tropical medicine, like all other branches of medicine, con- 
jsts of a structure of knowledge and experience based on an 
appreciation of fundamentals, among which is the action of 
emetine on the amoeba of dysentery. That so many miscon- 
ceptions have arisen is, I feel certain, due to the fact that a 
large number of doctors during the war, through no fault of 
their own, have had thrust upon them a subject which they 
have rarely, if ever, had to consider before.—I am, etc., 


London, W.1. D. LAWRENCE. 


Novel Method of Digital Traction 


Sin--Dr. MacLeod (Oct. 26, p. 614) is incorrect in thinking 
that nail traction in the treatment of fractured phalanges is 
novel. While in charge of the fracture department at Guy’s 
Hospital I used this method for many years as the routine 
treatment for oblique fraciures of the phalanges. The method 
was described and illustrated in an article on “ Fractures of 
the Upper Limb” (Guy's Hospital Reports, 1921, 71, 360), 
and on several other occasions. In most cases I found it pos- 
sible to perforate the free edge of the nail painlessly and 
without anaesthesia, and a fine salmon gut suture was my 
material of choice for traction. The method is one I found 
of great use, and when established the traction, which in my 
practice was maintained via a rubber “accumulator,” is quite 
painless—I am, etc., 


London, W.1. E. G. SLESINGER. 


Classification of Psychological Disorders 


Sirn—The conclusions of Dr. Dalton Sands in his most in- 
structive and admirable article on “ Electro-convulsion Therapy 
ina General Hospital ” (Aug. 31, p. 289) seem perfectly logical. 
However, in the cases of “anxiety state” or “anxiety neuro- 
sis” to which Dr. Frederick Dillon refers, supposed elements 
of guilt and tension from aggressive impulses may be quite 
wrongly interpreted by inexperienced psychiatrists when the 
anxiety is due to perfectly obvious and innocent reasons which 
they have not ascertained, the real elements of guilt and 
aggressive impulses lying completely elsewhere. 

Under these circumstances, as Dr. Dillon rightly points out, 
not only are statistical studies on psychological disorders, in 
the present state of our knowledge, very apt to be misleading, 
but they may be wholly erroneous, and will continue to be 
so unless the whole question is considered de novo; and it 
follows that any knowledge based on such false premises 
is false knowledge.—I am, etc., 


London, N.W.11. A. LIONEL ROWSON. 


Painful-feet Syndrome 


Sik,—I was most interested in Surgeon Commancer Page’s 
excellent article on painful feet (Aug. 24, p. 260). On the 
capitulation of the Dutch East Indies in March, 1942, 3,500 
Alied prisoners, mostly British, were interned in a camp at 
Tandjoeng Priok, Java. The painful-feet syndrome developed 
in July, and by October a conservative estimate of the number 
of cases in the camp would be 1,000. They presented all the 









signs and symptoms of Commander Page’s cases with the 
ception that gangrene was not found, possibly due to the 
warm climate. 

Certain canteen supplies were allowed into the camp in 
October, and it was found that a dai:y ration of 100 g. of 
boiléd kachang idjau (a small type of green pea) had a most 
benéficia! effect on the condition, resulting in complete relief 


of symptoms in approximately 80% of the cases within two 
weeks. 

At a later date a liver extract (crude), obtained from Dutch 
sources outside the camp, was being tried out in the treatment 
of patients with “ blurred vision,” many of whom at the same 
time were suffering from burning feet. It was noticed that 
while it proved of no apparent vaiue in the former complaint 
it completely cured or greatly improved the condition of those 
patients who had painful feet. Following on this discovery 
2 ml. of the liver extract, of which available quantities were 
very limited, were injected intramuscularly at intervals of two 
to three days in a few very persistent cases of painful feet. and 
rapid cure resulted.—I am, etc., 


J. E. O’DONNELL, 


Naini Tal, India. Major, I.M.S./1.A.M.C. 


Legal and Medical “ Insanity ” 


Sir,—In your correspondence on crime and insanity, Dr. D. 
Stafford-Clark (Oct. 26, p. 627) very relevantly points out that 
nebulous speculations on right and wrong are of little practical 
value, and rightly draws attention to the problem of the 
psychopath, a problem frequently encountered by military 
psychiatrists during the Some of the difficulties which 
arise on how best to deai with thse medico-legal problems 
surely arise from the different psychology of psychiatrist and 
lawyer. The latter often views the problem too logically; to 
say that if a lunatic kills because he hears the voice of God 
he is not culpable, as he would be expected to obey His voice, 
but that he cannot be similarly excused if it is oniy the voice of 
Mr. Smith—an argument once put forward—is good logic, but 
poor psychiatry. For it is the great effect aroused in a para- 
noiac, or the impulsiveness of the schizophrenic, which results 
in the crime, irrespective of the cognitive side. 

I believe I am right in saying that the McNaghten Rules 
were formulated on the legal tenet that a crime can only be 
excused if the prisoner’s state of mind—like that of an infant— 
could not form criminal intent.: The law ignores the fact that 
insane impetuous behaviour can occur, although full insight 
into the quality and illegality of the act is preserved. There- 
fore, while admitting that irresistible impulse in a sane indi- 
vidual cannot be accepted as a plea while there is no means of 
proving that it was irresistible, one would think the McNagkten 
Rules could safely be extended to a third clause, i.e., that if 
there is gross disease of mind and a consequent inability to con- 
trol conduct, this would justify a plea of guilty but insane. The 
matter is largely academic, and if capital punishment goes, this 
plea will probably never be put forward. If the lawyers are 
too logical, the same reproach is not always applicable to 
the psychiatrist. I have heard it urged that the obsessional 
neurotic is not culpable because the cause of his behaviour is 
unconscious—a complete irrelevancy, as what matters clearly 
is not the causation, but proof that control of the impulse is 
genuinely impossible. Neither do appearances in the witness- 
box to testify that for years successful forgery was performed 
in a state of unawareness, or simiiar sincere but somewhat 
unlikely hypotheses, help to reassure the legally minded. Yet 
in the case of the psychopath, as the Times states, medical is 
ahead of legal opinion. 

Psychopathy is hard to define, but if we cease to try and 
find a formula whereby the psychcpath can be regarded as 
not culpable—an impossible and dangerous doctrine—-and treat 
psychopathy as a form of insanity, surely a practical solution 
lies to hand? A lunatic, like a psychopath, is hard to define, 
but all we are called upon to do when certifying is to produce 
evidence of unsound mind, and that the patient in consequence 
needs “care and treatment for the sake of himse:f and others.” 
Thereupon he receives an “indeterminate sentence,” only as it 
is to a hospital and not a prison the idea is tolerated. Why 
cannot the criminal psychopath be dealt with similarly ?— 
i.e., where the court has grounds to regard a prisoner as a 
true psychopath, iet a suitably constituted board certify him 
as such, and commit him to a form of special institution, with 
powers to release him if at any time it is felt this can safely 
be cone. As with the insane, borderline cases might not be 
certified, whereas obvious cases, on whom imprisonment has 
not the slightest effect, would not be turned loose on society. 
Nor would a clan of individuals, quite a number of whom are 
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genuinely desirous of but incapable of inhibiting their impulses, 
be subject to spelis of useless and cruel punishment. For the 
very same temperamental defects which lead many psycho- 
paths into breaking the law also render them particularly 
unamenable to ordinary prison discipline. In consequence 
they are a source of great trouble to the prison staff, and often 
become severely depressed. It is very much to be hoped that 
the Prison Reform Bill will make some alternative to ordinary 
imprisonment where at least the above types of psychopath 
can be sent.—I am, etc., 


London, W.1. W. LInDESAY NEUSTATTER. 


SirR.—Most psychiatrists will surely agree with the timely 
observations of Drs. McCluskie and Cuthbert (Oct. 12, 
pp. 555-6). 

(1) It is hardly credible that, in England to-day, the only 
legally accepted criteria for the diagnosis of mental illness in 
criminal trials are those formulated over one hundred years 
ago in the McNaghten rules (1843). It is doubtful whether 
the latter were even at that time in harmony with contemporary 
medical opinion; but the tremendous advances made in the 
twentieth century in psychiatry and in the understanding of 
criminal psychopathology have been completely ignored by the 
law. To mention but one gross misconception, the rules assume 
throughout that an insane person is necessarily “afflicted with 
insane delusion.” To quote the report submitted by the 
Medico-Psychological Association to the Committee on Insanity 
and Crime (1924): “Unsoundness of mind is no longer re- 
garded as in essence a disorder of the intellectual or cognitive 
faculties. The modern view is that it is something much more 
profoundly related to the whole organism—a morbid change 
in ‘the emotional and instinctive activities, with or without 
intellectual derangement. Long before a patient manifests 
delusions or other signs of obvious insanity he may suffer from 
purely subjective symptoms, which are now recognized to be 
no less valid and of no less importance in the clinical pic- 
ture... .” (Cmd. 2005.) The report adds that the McNaghten 
rules “do not now appear to be considered in Scotland,” and 
quotes in this connexion Lord Dunedin, Lord Justice-General 
(1907), as follows: “It is quite certain that what may be called 
the scientific view on insanity has greatly altered in recent 
years, and Courts of Law, which are bound to follow, so far 
as they can, the discoveries of science and results of experience, 
have altered their definitions and rules along with the ex- 
perts. . . .” It is fortunate indeed that contemporary legislation 
on the treatment of mental illness or, for example. on matters 
of public health, is not similarly based on the medical know- 
ledge of over a century ago. 

(2) It is time the concept of the “uncontrollable impulse ” 
-were given legal recognition, as recommended by the Committee 
on Insanity and Crime: “It should be recognized that a person 
charged criminally with an offence is irresponsible for his act 
when the act is committed under an impulse which the prisoner 
was by mental disease in substance deprived of any power 
to resist.” This conception is by no means 2 new one: Pinel 
(1801) referred to Ja folie raisonnante, a mental illness in which 
reason and intellect were unimpaired ; and J. C. Prichard (A 
Treatise on Insanity, London, 1835) introduced the term “ moral 
insanity ” as designating “madness consisting in a morbid per- 
version of the... affections ... moral dispositions and 
natural impulses without any remarkable disorder or defect 
in the intellect or knowing and reasoming faculties and par- 
ticularly without any insane illusion or hallucination.” The 
McNaghten rules have been rightly criticized in that “ they 
identify responsibility with knowing and reasoning, whereas any 
medical man with experience of the insane must know of many 
persons as to whose insanity (and irresponsibility) there can 
be no possible doubt, who have realized the nature and quality 
of their act, have known that it was contrary to law, human 
and divine, and have shown remarkable cleverness in carrying 
out their object.” (M.P.A., loc. cit.) In the United States, 
the “ irresistible impulse ” test was first introduced in 1884, and 
to-day it is used in seventeen States. 

(3) The importance of ensuring that expert witnesses in such 
cases shall be suitably qualified psychiatrists cannot be exag- 
gerated. It is true, however, that medical evidence at the 
present time is seriously distorted in having to fit in with 
obsolete legal conceptions of insanity. A jury is not competent 


‘ 


‘to the Briggs Law in Massachusetts (1921), and the laws op 


ee 


to understand the implications of specialized psychiatric evi: 
dence, as was abundantly clear when a juror asked whether 
there was “anything in Heath’s physical condition . , whict 
would cause present disease of the brain,” the assumption bein 
presumably, that in the absence of organic disease there naa 
be no “disease of the mind.” There is much to be said in 
favour of establishing a panel of “ medical practitioners With 
expert knowledge and experience of psychological medicine and 
of recognized standing’? whose competence and impartiality 
could not be questioned, and who would furnish a report on 
the accused in all appropriate cases to prosecution and defence 
before the trial (as advocated by B.M.A. and M.P.A,), 

It is to be hoped that these matters, as also the question of 
indeterminate sentence, will receive full and careful considera. 
tion during any future discussion on the Criminal Justice Bjl| 
and that this will result in more enlightened legislation similar 


sexual offenders in Illinois (1938) and certain other States of 
the U.S.A.—I am. etc., 
Chelsea, S.W.3. R. H. AHRENFELDT, 
Sir,—Your correspondent (Oct. 26, p. 627) in reply to m 
letter (Oct. 12, p. 555) states that the “essence of the present 
legal view is surely that a man is either responsible or certi- 
fiable.” No, Sir, not by any means. The essence of the present 
legal view is that in the case of conflicting medical evidence 
the jury (butchers, bakers, and candlestick makers) are asked 
to do the certifying—guided unerringly by the McNaghten 


Rules. Your correspondent also adds that “ this has the merns 
of logic, justice, and simplicity.” Simplicity is the word— 
I am etc., ‘ 


Westcliff-on-Sea: JOHN A. McCLuskKE. 


Work of Government Lymph Establishment 


Sir,—I read with great interest the article on the work of 
the Government Lymph Establishment, published in the Britis) 
Medical Journal of Oct. 26. I feel, however, that the late 
Lieut.-Col. W. D. H. Stevenson, who was the Director of the 
Government Lymph Establishment from 1929 until his death 
last year, would have wished to have added to it his oft-repeated 
appreciation of his entire staff for their co-operation during 
the war years, when they increased the output of lymph so 
magnificently.—I am, etc., 

Stanmore... Middlesex. J. AUDREY M. STEVENSON. 


Man in Relation to His Environment 


Sir,—In the Journal of Sept. 28 (p. 471) it is reported that 
Sir P. Manson-Bahr (at the British-Swiss meeting) remarked: 
“There were also geographical questions to be considered. How 
was it that heat stroke was much more common in the Irak 
area than anywhere else—for instance, in western Libya—where 
the conditions were much the same?” This question was 
answered by Air-Commodore Morton in his paper “ Heat Effecis 
in British Service Personne! in Iraq” (Trans, roy. Soc. trop. 
Med. Hyg., 1944, 37, 347). Morton took a number of “ salted” 
men from the Western Desert for a trip round an Iraq desert— 
just a few hours—allowing them to wear the headgear they 
had become habituated to in the Western Desert. They 
collapsed and had to take to “reactionary” forms of pro- 
tection. The deserts of Mesopotamia are very much hotter 
than anything in Libya, in spite of the prestige attaching to the 
latter. 

Prof. McCance, at the same meeting, remarked that“... if 
the Tropics water was lost so quickly that the stimulus was 
never quite sufficient to enable the individual to drink himself 
back to normal. This had not been appreciated by those who 
had to live and work in the Tropics and handle men there.” 
Prof. McCance’s remarks do not apply to all who wert 
responsible for the care of men in the Tropics—there are 
many enlightened individuals among the medical profession in 
hot countries. The trouble is that they cannot get their good 
ideas put into practice by the-authorities responsible for policy. 
Dr. E. A. Carmichael stated: “ The process of acclimatiza- 
tion or adjustment required from 4 to 7 days, by which time 
approximately 80% acclimatization had occurred.” 

I showed in 1935 (Marsh, F., Trans. roy. Soc. trop. Med. 
Hyg., 29, 309) that acclimatization takes from 4-7 months fot 
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a climate like that of South-west Persia. In spite of differences 
of opinion it is good to see that the subject of effects of heat 
jg now again a ~ live’ problem and lifted out of the “ for- 
gotten” zone, like the army that suffered from both effects of 
heat and of forgetfulness.—I am, etc., 


Epping. FRANK MARSH. 


Pyloric Stenosis in a Child 


Sirz,—The following case of pyloric stenosis in a child after 
swallowing corrosive poison appeared to be interesting enough 
to report. 

A boy aged 2} was brought to the Royal Gwent Hospital, 
Newport, in March with a history of having swallowed some 
acid which was being used to put in a battery. The child was 
detained in hospital for three days and was discharged as 
apparently there were no symptoms. I first saw him four weeks 
later when he was readmitted to hospital suffering from vomit- 
ing and abdominal pain, also loss of weight. X-ray examina- 
tion showed marked pyloric stenosis with delayed emptying 
of the stomach—three-quarters of the meal being still retained 
at the 5-hour examination. There was no other abnormality 
apparent. At operation the pylorus was seen to be thickened 
and stenosed, giving the appearance which one usually associ- 
ates with a chronic ulcer. Posterior gastrojejunostomy was 
performed. The stoma admitted three fingers. The child was 
discharged from hospital in three weeks having made an 
uneventful recovery. 

Subsequent x ray shows the gastrojejunostomy to be func- 
tioning normally, with nothing passing through the pylorus. 
The child has regained its lost weight and is eating normally. 
—J am, etc., 


Newport, Mon. J. T. Rice Epwarps. 


Parasyphilis 

§ir,—I rubbed my eyes to read in your issues of Aug. 31 
(p. 311) and Oct. 5 (p. 514) the word “ parasyphilis ” applied 
apparently to meningo-vascular syphilis, general paralysis of 
the insane, and tabes dorsalis. Parasyphilis one believed was 
an outdated term referring to the above syphilitic conditions 
used at a time when their true nature was still unproven. This 
assignation was generally understood to refer to certain diseases 
of the nervous system, including general paralysis and loco- 
motor ataxia, which were formerly considered to be due 
indirectly to syphilis but are now known to be directly 
dependent upon syphilitic lesions in the organs concerned.’ 
The parasyphilitic doctrine, in general paralysis at any rate, 
was abandoned with the discovery of the living spirochaete 
in the brain tissue of general paralytics by Noguchi and Moore 
in 1913.7. One wonders if the fact that general paralysis is the 
only form of nervous syphilis’ in which the spirochaete is 
found in the parenchymatous tissues of the C.N.S. has led to 
the persistence of the belief that other forms of nervous 
syphilis are still only indirectly due to syphilitic infection. | 
would like to hear the views of those who still use what | 
believed was an entirely outdated term.—I am, etc., 


Loudon, N.6. W. LEES TEMPLETON. 


* Analgesic” or “ Anaesthetic ” ? 


Sm,—It seems appropriate at the present time to register 
aprotest against the attempt to substitute the ugly term “ anal- 
gesic” for “ anaesthetic”? when speaking of drugs which do 
not cause loss of consciousness. While it is obvious that a 
distinction exists, it is only one of degree; the term “ anal- 
gesic” implies the loss of pain sensation only, and “ anaes- 
thetic” the loss of all sensation: surely then “anaesthetic ” 
temains the best word for drugs such as novocain which are 
capable of abolishing all sensation locally or regionally? It 
is well known that they abolish taste sensation, and if they 
do not normally affect sight, hearing, or consciousness, it is 
only because they do not normally come into contact with the 
optic and auditory nerves or with the higher centres. The only 
legitimate criticism that can be levelled at the term is that it 
does not imply the added abolition of efferent nerve impulses, 





1 English Dictionary, p. 1775, Webster. 
2 General Paralysis, 1929, p. 21, Mengher. ‘ 
3 Textbook of Practice ‘of Medicine, p. 1651, Price. 


which is a characteristic of all “anaesthetic” drugs, most of 
all of the so-called “analgesics”; and this does not seem to 
be a justification for the adoption of an even less comprehensive 
term. In my view the word “analgesia” is justly applicable 
only, for the want of a better, to intravenous general ~ anal- 
gesia,” and, crowning absurdity of all, to the first stage of 
general “anaesthesia.” It is gratifying to note that the writer 
of your leader (Oct. 12) did not find it necessary to use this 
jargon.—I am, etc., 


Colchester. J. N. FELL. 


Pronunciation of Medical Words 


Sir,—With regard to Dr. Margaret Vivian’s inquiry (Oct. 5, 
p. 516) concerning the pronunciation of E. Bleuler’s term 
“schizophrenia ” there appears to be fairly general agreement 
that “skizo-” is the correct sound (see, for example, Gould’s 
Medical Dictionary and Dorland’s American Illustrated Medical 
Dictionary). This is also the form given in the Oxford English 
Dictionary for words beginning with “ schizo-” (from oy(Teev, 
to divide), but there the “i” is stated to be pronounced as in 
“bind”; this lengthening of the Greek short “i” is seen in 
“ psychiatry ” (“ paediatrics,” however, is usually pronounced 
pe-de-at’-riks). Fowler (A Dictionary of Modern English 
Usage) remarks: “ The oddities of English treatment of Greek 
words are well illustrated by schism (si-), schist (shi-), and 
schizomycete (ski-), all three being from the same Greek word.” 
No doubt arises about the second part of “ schizophrenia,” 
which is derived from peyjv, meaning mind here, or diaphragm 
in other contexts. 

A more difficult problem is presented by the much older 
word “syndrome.”” While medical dictionaries (e.g., those of 
Gould and Dorland) favour a silent “e” (cf. aerodrome, 
hippodrome), more general works (e.g., the Oxford Dictionary) 
require its pronunciation, thus following the Greek cuvdpouy, 
meaning a concurrence. It is interesting to note, however, that 
occasionally in the seventeenth century the word was written 
“syndrom” in English.—I am, etc., 


Cork. R. O’RARILLY. 


Sir,—In the gay letter of Dr. C. E. S. Harris and in your 
footnote to it baffling problems of pronunciation are raised. 
The hard or soft C is a perennial headache. The K of the 
Greeks so often through Latin and the Romance tongues has 
become the S of many of our words. But not all, is the 
trouble. “The flicks,” perhaps due to the immense American 
concern with them, are always spoken of as the sinema, but 
who heard of caput pronounced as saput? Unhappily an inter- 
mediate position exists with the cephalic words. Here, I think, 
the C is always hard, while in America it is usually soft. A 
living language is bound to change, properly and inevitably. 
One of the few things I remember of my school days is that 
an apron etymologically is a napron. But everybody calls an 
apron an apron. The change is complete. 

Webster and Wyld follow the Shorter Oxford Dictionary in 
giving encephalitis a soft C, but it may be that the copying 
with which we are not unfamiliar in medical textbooks oper- 
ates here—though who copied from whom I have no idea. I 
think, as you, Sir, that most medical men here give it a hard C, 
while in America I think a soft C is the rule. This lack of 
uniformity can be puzzling, for although it does not matter 
which is adopted it is a pity that these differences occur. 
Should we change? “Well, unlike most of the rest of the 
world we-persist in keeping to the left of the road, and simple 
utilitarianism is a poor motive. There are other factors, and 
I believe we should stick to the hard C as much as possible.— 
IT am, ete., 

London, S.W.1. 


E. GaLccp. 








The Wellington correspondent of the Times reports that New 
Zealand has signed an agreement on behalf of Western Samoa and 
the Cook Islands with the Government of Fiji and the Western 
Pacific High Commission for the inauguration of a joint health 
service in the Southern Pacific. New Zealand and Fiji have for 
twenty years shared certain health services, but the new agreement 
will establish a joint board of administration with an inspector- 
general, and will provide for central medical and nursing schools 
and for greater co-operation. Dr. J. C. R: Buchanan, of the Colonial 
Medical Service, has been appointed the first inspector-general. 
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SIR LOUIS BARNETT, C.M.G., F.R.C:S. 

F.R.A.C.S., Hon.F.A.C:S. 
We regret to announce the death at Dunedin of Sir Louis 
Barnett, emeritus professor of surgery in the University of 
Otago and a past president of the New Zealand Branch of 
the British Medical Association. He presided over the Austra- 
lasian Medical Congress in 1927 and was president of the Royal 
Australasian College of Surgeons for two years ; he was also 
an honorary Fellow of the American College of Surgeons. His 
long service in the chair of surgery did much to establish the 
reputation of the Otago Medical School on the firm foundation 
on which it now stands. 

Louis Edward Barnett, son of Alfred A. Barnett, J.P., was 
born on March 24, 1865, at Wellington, N.Z. He was educated 
at the Wellington State School and College and at Otago 
University, and then came to this country, graduating M.B.. 
C.M. of Edinburgh University in 1888 and taking the 
F.R.C.S.Eng. in 1890 after a year in London as _ house- 
surgeon at the Middlesex Hospital. Returning to New Zea- 
land, he was elected in 1895 to the honorary staff of the 
Dunedin Hospital, which he served as surgeon for thirty years, 
and during the same period was lecturer and then professor 
of surgery in the University of Otago. He was given the 
title of emeritus professor in 1925. During the war of 1914-18 
he served with the N.Z. Expeditionary Force and was appointed 
consulting surgeon with the rank of lieut.-colonel. He received 
the C.M.G. for his war work and was knighted in 1927. 

Sir: Louis Barnett had joined the B.M.A. in 1889 and came 
to London to hold office as vice-president of the Section of 
Surgery at the Centenary Meeting in 1932. He pioneered the 
foundation of the Dunedin Radium Institute, and in fighting 
cancer he probably did more than any other New Zealander 
to awaken public realization of the need for the encouragement 
of research. It was to this cause that he devoted a large part 
of his energies after his retirement from active professional 
work. He was vice-president of the N.Z. Cancer Campaign 
and chairman of the Hydatid Research Committee in the 
Dominion. He had also been chairman of the Otago and 
Southland Division of the British Empire Cancer Campaign. 


STUART McDONALD, Jun., M.D., Ph.D. 


The sudden and untimely death in Edinburgh of Stuart 
McDonald, jun., on Oct. 23 is a great loss to Scottish medicine. 
Scarcely more than a year ago, on returning from war service, 
-he had been inducted into the chair of pathology at the Uni- 
versity of St. Andrews and took up the associated post of 
pathologist to Dundee Royal Infirmary. His gift for teaching, 
research, and administration was widely recognized. 

Stuart McDonald, a son of Emeritus Prof. Stuart McDonald, 
M.D., who held the chair of pathology in the University of 
Durham, was born forty years ago. He was educated at Fettes 
College, Edinburgh, and at Gonville and Caius, Cambridge, 
where he graduated B.A. in 1926, M.A., M.B., B.Ch. in 1930, 
and M.D. in 1938. He early showed a leaning towards his 
father’s branch of medical science and became demonstrator 
of pathology in the University of Durham College of Medicine 
at Newcastle and assistant pathologist to the Royal Victoria 
Infirmary ; he was then senior lecturer in pathology in the 
University of Birmingham, which later gave him the degree of 
Ph.D., and senior assistant pathologist to the Birmingham 
United Hospital. He was commissioned as_ captain, 
R.A.M.C. (T.A.), in May, 1939, and entrusted with the organiza- 
tion of emergency hospital services in a threatened southern 
area. After service in France he left for the East to take up 
the post of assistant director of pathology (research) at General 
Headquarters, India Command, with the temporary rank of 
lieut.-col. This work called for unceasing exertion under 
tropical conditions, which undermined his health. 

In March, 1945, it was announced that the Court of the 
University of St. Andrews had appointed Stuart McDonald to 
the chair of pathology and the Directors of the Dundee Royal 
Infirmary to the post of pathologist and clinical pathologist, and 
soon afterwards he became regional director of the Blood 
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Transfusion Service for East Scotland. He was a mem 
the Pathological Society of Great Britain and Ireland and of 
the Medical Society for the Study of Venereal Diseases and 
his published writings include papers in the Journal of Patho 
logy and Bacteriology, in the Indian Journal of Medica 
Research, and in the British Journal of Venereal Diseases 
The Principal of the University of St. Andrews, Sir jonas 
Irvine, has paid public tribute to Stuart McDonald’s brilliang 
as a teacher and investigator, whose services to medical educa: 
tion were of the utmost value, and has written of the Welcom: 
given by his colleagues and students at St. Andrews when he 
was recalled to Scotland in 1945. “Stuart McDonald Was ; 
man richly endowed with ability, with the constructive Vision 
which lies at the basis of all scientific work, and with the 
personal charm which endeared him to those who worked with 
him. The sympathy of all who knew him goes out to his 
widow and young children and also to his distinguished fathe; 
in whose footsteps he followed and to whom he owed so much,” 





ber of 


Prot. H. F. Humphreys writes from the Medical School 
Hospitals Centre, Birmingham: 

May I pay a tribute from the many medical officers who serve 
with him in the 1939-45 war to the memory of Stuart McDonald, | 
was his commanding officer in the 14th*General Hospital from th 
early months of 1939, when he helped me to raise it as a Territorial 
uni!, to the autumn of 1943, when his reputation as a pathologis 
brought about his transfer first to the Central Military Laboratory, 
Poona, and a year later to G.H.Q. India as Director of Research, 
It is, however, of his personal qualities‘ that I wish to write rather 
than of the professional eminence that brought about his selection 
for the chair of pathology at St. Andrews. He was mess president 
for more than half his time with the unit, not an easy task with 
thirty or more medicai officers of widely varying personality crowded 
together in trying conditions of climate and quarters: he discharged 
it to admiration. His capacity for exact business, his tact, his per- 
sonal charm and his marked social gifts made him a_ universal 
favourite, and did much to provide that happy mess background 
which adds so much to the efficiency of a hospital. McDonald wasa 
Highlander, with that heightened capacity for exaltations and agonies 
which distinguish the Highlander from the more prosaic Saxon 
The former were evident during a memorabie 80-mile tramp I took 
with him in the high Himalayas during the monsoon of 1942; the 
latter were revealed in his sharp antipathy to India and during his 
last illness. The sympathies of his brother officers go out to his 
family and to the University of St. Andrews. 


ERNEST MALLAM, M.D. 


We have to report with regret the death of Dr. Ernest Mallam; 
he died suddenly at Oxford on Oct. 24 after an illness of some 
weeks. 

The son of Dr. Henry Parr Mallam, a well-known Oxford 
practitioner, Ernest Mallam was educated at Magdalen College, 
Oxford, and subsequently at the London Hospital. He took 
his M.A.Oxon in natural science, gaining first-class honcurs, 
his M.B., B.Ch. in 1895, and his M.D. in 1904. At the London 
Hospital among other posis he held that of a house-physician, 
and returning to Oxford he was appointed house-physician to 
the Radcliffe Infirmary. His abilities as a physician soon made 
their mark and in 1900 he was appointed honorary assistant 
physician to the Radcliffe Infirmary. He did not have to wait 
very long for advancement, and in 1904 was elected a full 
physician to the hospital, a position which he held until 1941, 
when on retirement he was appointed a consulting physician 
Always interested in diseases of the skin, he was instrumental 
in the formation of a department of dermatology of which for 
many years he was the physician-in-charge. Although a bus) 
and much-sought-after general practitioner he gave up much of 
his time during the 40 years he was on the staff to the service 
of the hospital. A man of sound judgment, and one with wide 


clinical experience, his opinion was highly valued both in} 


general practice and as a consultant; and in committee, ove! 
a long period of years, he played a big and active part in the 
management and development of the Radcliffe Infirmary. For 
many years he was secretary of the Honorary Staff Committee. 
secretary and president of the Oxford Medical Society, 4 
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member of the Dermatological Section of the Royal Society 
of Medicine, and President of the British Association of Derm’ 
tology and Syphilology. He had also been chairman of the 
Oxford Division of the British Medical Association and pres.” 


dent of the Berks, Bucks, and Oxford Branch. 
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, a 
Erest Mallam was a good friend to all and a genial host, 
,man who gave his life to the service of his hospital and of 
his patients, who were in all classes of the community. He 
telonged to the fast diminishing brigade—the practitioner- 
consultant—men whose wide experience of general practice 
yas brought to the bedside of their hospital patients, and 
whose work as physicians in a hospital kept them in touch 
with modern medical thought and practice. In this way they 
acquired qualities of a high order, and those qualities were 
possessed by Ernest Mallam to the full. His son, Dr. Patrick 
Mallam, the third generation which the Mallam family have 
given to Oxford medicine, is now a physician on the staff of 
the Radcliffe Infirmary. j oi Gil 2 





Dr. ALEXANDER WYLIE EapiE, who died on Sept. 11 in the 
Hartley Hospital, Colne, was educated at Glasgow High School 
and graduated M.B., Ch.B. at Glasgow University in 1907. He 
held house appointments in Dundee Royal Infirmary, Victoria 
Infirmary, Glasgow, Monsall Fever Hospital, and Burnley 
Infirmary. In 1914 he settled in practice in Colne. Eadie 
soon proved himself a fine type of family dcctor. An astute 
clinician and observer, well versed in modern practice, he 
rejected with disdain what he considered mere popular fashion. 
His death, at the age of 61, may be attributed largely to his 
devotion to his patients, whose confidence he held not only 
through his professional skill but also through friendly talks 
on matters relating to education, conduct, and career. As a 
member of the honorary staff of the Hartley Hospital since its 
opening in 1924, he contributed in no small degree to its 
reputation, which extends far beyond the borough boundary. 
Apart from his practice, and the problems of humanity, his 
main interests were in. architecture, etchings, and antique furni- 
ture, on all of which he was an authority. He leaves a widow, 
three daughters, and a son, Squad.-Ldr. J. G. Eadie; their 
grief at his loss is shared by all with whom he came into 
contact. A crowded funeral service testified to the great respect 
in which he was held throughout the district—F. C. M. 


The death, at the age of 55, of Dr. ANDREW ROYSTON 
ELLiotr occurred at his home in Tunbridge Wells on Oct. 2. 
He was educated at Dulwich College, after which he graduated 
M.B., B.S.Lond. from the London Hospital in 1913. Several 
house appointments there were interrupted by his joining a very 
early Red Cross contingent sent to Belgium in 1914, during 
which he was captured and narrowly escaped death as a 
suspected spy before eventual release and return to England. 
In 1916 he joined the R.A.M.C. as a temporary officer and 
served in France and Mesopotamia before demobilization and 
the taking of the London M.D. in 1920. After six months as 
RS.O. at the West London Hospital he joined in partnership 
an old hospital colleague and friend at Crowborough. He 
joined the B.M.A. soon after qualification. At Crowborough 
he remained, a bachelor, in active practice until within a year 
of his untimely death. Recognition in a widening circle of his 
sound qualities as a physician led in 1938 to his appointment 
in that role to the staff of the Kent and Sussex Hospital, 
Tunbridge Wells. It was entirely characteristic of the man 
that, having developed over the years an almost abnormal 
sense of duty, he gave more and more time to his hospital and 
consulting work, without in the least trying to ease up in his 
Crowborough practice. That this hastened in some measure 
his death there can be little doubt. Elliott was in his day a 
brilliant lawn tennis player and a sound golfer. He could do 
anything with his hands—surgery, midwifery, carpentry, or 
brick-laying.—A. E. W. 


Dr. SYDNEY ARTHUR OWEN, who died in London on Oct. 14, 
Was essentially a paediatrician, though he was also a general 
physician and during the late war did valuable administrative 
work as deputy hospital officer for Sector VII of the Emergency 
edical Service. At Trinity College, Cambridge, he won an 
exhibition and was placed in the first class of Part I of the 
Natural Sciences Tripos. He went on to University College 
Hospital, where he won the Atchison scholarship and senior 
Fellowes medal, graduating M.B., B.Ch. in 1905. He took the 
M.D. and M.R.C.P. five years later and was elected F.R.C.P. 
in 1928. Sydney Owen's earliest appointments were those of 
resident medical officer at U.C.H. and at the East London 
Hospital for Children, Shadwell, and in middle life he served 
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On the visiting staff of the City of London Hospita! for Chest 
Diseases, Victoria Park. For many years he was physician to 
the Queen's Hospital for Children at Hackney and physician to 
the infant welfare department of the City of London Maternity 
Hospital, He had been consulting paediatrician to the L.C.C. 
and was in charge of the children’s department of the West 
London Hospital for fifteen years. He was also physician to 


the Princess Louise Kensington Hospital for Children from the 
time of its reconstruction, and consulting paediatrician to 
the Royal Hospital, Richmond, and the British Hospital for 
Mothers at Woolwich. 


Dr. SIDNEY DéANER, chief tuberculosis officer for Worcester; 
shire and Secretary of the Worcester and Bromsgrove Division 
of the B.M.A., died on Oct. 15 at the early age of forty-two, 
leaving a widow and young son. After qualification from 
St. Mary’s Hospital he followed his clinical interest in Ealing. 
South Wales, Papworth, and Sheffield, and spent most of his too 
short life assisting the tuberculous in Worcestershire, succeed- 
ing to the post of Chief County Tuberculosis Officer in 1939. 
He was enthusiastic and industrious: the organization of a 
specialist chest surgery unit at the county sanatorium, his mani- 
fold Civil Defence duties, service in the cause of the Midland 
Tuberculosis Group of the Society of Medical Officers of Health 
and of the B.M.A., his original description of silicosis in a local 
industry, and his courageous attempt, while bedridden, to 
become proficient in the medical vocabulary of the Russian 
language—may be instanced. His happy relations with that 
wide circle of doctors, patients, and the general public associ- 
ated with his work will be long remembered in Worcestershire. 


Dr. WiLLtAM HENRY Peacock, formerly of the West African 
Medical Service, who had lived recently in Shropshire at 
Church Stretton, died at the East Suffolk and Ipswich Hospital 
on Oct. 22. He was born on Feb. 2, 1881, and from Darling- 
ton Grammar School went to the University of Durham 
College of Medicine, Newcastle-upon-Tyne, graduating M.B.., 
B.S. in 1903, and taking the Cambridge D.P.H. with distinction 
in 1914 and the D.T.M.&H. of the English Conjoint Board in 
1922. He had a distinguished student career at Newcastle, 
winning two scholarships before qualification, and was then 
for a time casualty officer at the West London Hospital. He 
joined the West African Medical Staff in Southern Nigeria in 
1910, and during the war of 1914-18 held a temporary com- 
mission in the R.A.M.C. He saw active service in the 
Cameroons and with the British Salonika Force, was mentioned 
twice in dispatches, and received the Order of St. Sava, 5th 
class. On demobilization in 1919 he was appointed senior 
sanitary officer for Sierra Leone, and deputy director of the 
Sanitary Service seven years later. He was transferred to 
Nigeria in 1930 as deputy director of Health Services and 
retired in 1935, soon after receiving the C.B.E. Dr. Peacock 
joined the B.M.A. in 1907 and represented his Division at the 
Annual Meeting at Edinburgh in 1927. 


E. A. U. writes: In your issue of Oct. 12 you published a very 
full and sympathetic account of the career of Sir WALTER 
LANGDON-BROWN, and to that I should like to add a note on his 
great interest in the history of medicine. The obituary notice 
mentioned the wide range of his studies and his aptness in 
using the telling phrase. It was inevitable that Langdon-Brown 
should ultimately give serious attention to historical studies, and 
the latter part of his career displayed him as a master in what 
was to him a relatively new field. I know of at least fifteen 
historical articles written by him during the last seven years. 
In 1939 he delivered the Thomas Vicary Lecture, choosing as 
his subject “ The Apposable Thumb.” In his Inaugural Lecture 
at Cambridge in 1932 he spoke on “ English Médicine and the 
Cambridge School,”. and in this he foreshadowed his later 
interests. During the four years when he occupied the presi- 
dential chair of the History of Medicine Section of the Royal 
Society of Medicine, he gave papers on the history of the 
Cambridge School which were intended to form a small book 
on that subject. His final essay on “ Clifford Allbutt and the 
Transition from the Nineteenth Century ” had to be postponed 
because of the surgical operation which marked the commence- 
ment of his long illness. It was a great disappcintment to him 
that he was never able to read that paper: it was finally read 
for him by the present occupant of the Regius Chair of Physic 
at Cambridge. These papers were published in book form a 
very short time before his death with the title Some Chapters 
in Cambridge Medical History. This little work is full of ripe 
wisdom, and it shows on every page the author’s knowledge of 
his subject and his great love for his Alma Mater. Langdon- 
Brown served as President of the History Section of the Royal 
Society of Medicine from October, 1939, to October, 1941, and 
again from October, 1942, to October, 1944. His occupancy of 
the presidential chair was marked by a quiet dignity, and by the 
unobtrusive display of a wealth of learning which seemed to 
embrace all subjects with equal ease. He was a big man, 
hysically and mentally. and those whom he honoured with his 
riendship were indeed fortunate. One of his favourite quota- 
tions was the remark of Dr. Johnson that “Dr. Mead lived 
more in the sunshine of life than almost any man,” and the 
same phrase might well be applied to Langdon-Brown himself, 
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HEALTH SERVICE BILL 
THIRD , READING 


The LorD CHANCELLOR in the House of Lords on Oct. 31 
moved the Third Reading of the National Health Service Bill. 
Lord Jowitt said that the Government had not been able to 
make the amendment which Lord Cecil of Chelwood had asked 
it to make to deal with deafness. To-day a vast amount of 
unhappiness was caused by deafness which could at least be 
alleviated by modern methods. But having used all his ingenuity 
he could not see how he could put anything in the Bill about it. 
This matter of the ear was not like the matter of the eye. 
Ophthalmic opticians could tell what spectacles ought to be 
used, but if he had anything the matter with his ear he would 
intensely dislike going to someone who was not a qualified 
doctor. It was wrong that an intricate mechanism should be 
at the mercy of people not qualified to deal with it. If ears 
could not come into the Bill as a supplementary service they 
could come as part of the general hospital service under 
Clause 3. If deafness were specified in that clause then Lord 
Horder would want to put in rheumatism, and Lord Moran 
tuberculosis, and therefore, after consulting Mr. Bevan, the 
best he could do was to repeat the definite assurance that a 
comprehensive service must include provision for deafness. 
To-day people were concerned to sell for the highest price 
instruments which had little effect on deafness, and the nation 
was reluctant to bring other instruments from America and so 
to use its precious dollars. He gave the House an assurance 
that he would take up that matter with Sir Stafford Cripps. 
The Government would do all it could at the earliest time to 
produce in as large numbers as possible the best scientific 
instruments and to make them available to the public free of 
charge. 

The Lord Chancellor went on to say that he was grateful to 
the House for the constructive way in which it had discussed 
the Bill. By allowing him to meet as far as he could the wishes 
of the House Mr. Bevan had shown good sense and good judg- 
ment. Some of the alterations accepted wrote into the Bill an 
undertaking which Mr. Bevan had given verbally. An illustra- 
tion of that was the case of the denominational hospitals. So 
far as endowments were concerned the Government had hit 
upon a method which met the general wishes of the House. It 
did not interfere with the broad general principle that endow- 
ments were to be devoted generally to all hospitals, but it did 
protect specific endowments intended for particular purposes. 

It was a good thing that the powers of hospital management 
committees had been set out as they were in the Bill. The 
best people need not hesitate to come in for fear they would 
be ciphers without real work to do. In regard to the discovery 
of documents in the event of litigation the Government had 
‘made plain what it intended. One alteration of real substance 
had been made. It affected the time between the appointed day 
and the passing of the Act—which might be as long as eighteen 
months. The Minister had arranged that after the appointed 
day endowments given to a particular hospital should not be 
taken away from it. The House had extended that principle 
to the time directly after the Bill became an Act of Parliament. 


Salaries and Certificates 


He thought the Peers were wrong in saying that no part of 
a doctor’s remuneration should be by way of salary. The 
success of the scheme depended in large measure on getting 
satisfactory certification. With lax, or still more with dis- 
honest, certification all the schemes were going to break down. 
He had a profound regard for the medical profession and its 
standard of honour, but when Minister cf National Insurance 
he had come across cases—not many—where there were two 
competing doctors, one of whom was strict with his certificates 
while the other was lax. The people on the panel of the strict 
doctor were inclined to go to the panel of the lax doctor 
because they could more easily get certificates. That tempta- 
tion would have gone if the per capita payment had been 
abolished and a straight salary substituted, but the change 
would not have been practical .politics. Giving something in 
the way of salary would have been a very valuable thing. 

The other blemish in the Bill as amended was in the special 
treatment of London. It was a great pity that health services 
should be split between borough councils and county councils. 
The amendment carried by Lord Balfour of Burleigh did not 
seek to transfer all the new powers to the borough council, only 
the powers theyalready had with perhaps some slight extension. 
For the rest.the.. Bill preserved the absolute right of choice of 


doctor, and he hoped the public would realize this, The 
Government were not going to move people about. If Nurse 
had a contract to serve in a particular place they could only bk 
called upon to serve in that place. Under the Bill there woul 
always be a great need for well-disposed persons to help by 
money and by service, and he hoped that the passage of the 
Bill would not prevent voluntary service from being forth, 
coming. He moved the Third Reading. 


* Acting in an Honorary Capacity ” 


Lord LLEWELLIN said the amendments put forward by th 
Opposition in that House were not put forward with a viey 
to ruining the Bill or to making it ineffective. Good improve. 
ments had been made in the Bill. The House had made certain 
that a doctor, whether acting in an honorary capacity or ng, 
who served on the staff of one hospital could get his patien, 
admitted, or might even treat him, in another hospital. Thy 
was important, because in a lot of small hospitals there wa 
no resident staff. He hoped the Bill would not result in th 
closing down of smaller hospitals in country towns whic 
attended to minor ailments not in need of special treatmer; 
in larger regional hospitals. He was grateful to the Goverp 
ment for drafting a satisfactory amendment dealing with endoy. 
ments given for a special purpose. The insertion of the word 
“control and manage ” in regard to hospital management com 
mittees seemed to have met the desire of the House that thee 
Committees should be given a better function. He was aly 
satisfied with the words accepted by the Government about 
the disclosure and production of documents. 

He was obliged for the assurance that the doctors would te 
given adequate time before the appointed day to know what 
their conditions were and also for the assurance that dentists 
would be allowed to have their names on two lists. The pro- 
vision about partnerships was also of use, and the measure had 
been greatly improved by providing that a doctor who might 
lose his livelihood through a decision of the Tribunal or of 
the person appointed by the Minister to hear the appeal should 
be entitled to be represented by counsel or by a solicitor, to 
call evidence, and to produce documents. He thanked the 
Minister for the provision in regard to hospitals connected with 
some religious denomination. The House had rightly restricted 
the power of the Minister to alter, of his own volition, the Ac 
or Regulations under it. He noted that the Lord Chancellor 
had not described as a blemish on the Bill the amendment 
which made management committees capable of suing and of 
being sued. He hoped that amendment would stand part of 
the Bill. 


Proportion between Salary and Capitation Fee 


On the question of a salary or capitation fee Lord Llewellin 
remarked that the House had never been told what in the 
normal case was to be the proportion between the two. If it 
was to be 25% salary in the normal case and 75%, capitation 
there would not be much between the Opposition and the 
Government. If the Government would state what proportion 
they had in mind for the normal case that would put a Jot of 
anxieties to rest. The Lord Chancellor had said the capitation 
fee would mean doctors’ perhaps getting more patients because 
these doctors were lax in the way they gave certificates. In 
these days the public had to have licences for everything, aril 
a lady could not get a pair of corsets without a certificate from 
a doctor. In that event there would be a considerable tempts 
tion for her to change her doctor to one who would say that 
the garment was necessary for medical reasons. On the whole. 
however, the House did not want to take away from doctor 
the sense of energy and hard work, and part of that depended 
on their being able to attract patients by giving them good ser 
vice. He noted that Lord Horder and Lord Moran had sup 
ported this amendment, and he remarked that the whole cours 
of the debates on the Bill had shown how the House of Lord 
could act as a Council of State. 

Lord READING remarked that although the specific scheme 
embodied in the Bill might be the production of the Govert: 
ment, yet the idea of a National Health Service had originated 
with the Government which embodied members of all parties 
He believed that the Government should employ the eighteen 
months before the scheme came into operation in making plait 
to the people what the scheme included and did not include 
The amount of ignorance prevalent in the country was It 
credible. Some educated people proclaimed that under the 
Bill no one would be entitled to go to the doctor of his choic 
and that with a temperature of 105° a patient would be forced 
under the Bill to go to a health ‘centre and stand in a queue 
extending down the road. 


L.C.C. and Metropolitan Boroughs 


Lord BALFOUR OF BURLEIGH said that if the Minister accepted 
the amendment passed last week regarding the devolution 0 
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the authority of the L.C.C. to the metropolitan boroughs it 
would be a tribute to the House. It was of fundamental impor- 
ance to the people of London, for the local government of 
London was a thing entirely by itself. The Lord Chancellor 
had dubbed the proposal as “ retrograde,” but in that he (Lord 
pilfour) disagreed. He wanted the same thing as the Lord 
Chancellor, that the children should get their treatment in the 
gme centre. If the administration was handed over to. the 
London County Council those intimate services would be 
,gninistered from County Hall. At present if a mother had 
,complaint to make or desired an opinion or had a suggestion 
to make she had only to seek out one of the local councillors 
ot go to the town hall and see the medical officer of health. 
if the services were transferred to the County Council the per- 
sonal touch would be lost. 

There was the far bigger question of the maintenance of a 
two-tier system of local government in London. How could 
the quality of the borough councils be maintained if the impor- 
tant health service, which attracted so many members, was to 
be removed? L.C.C. administration was bureaucratic. It was 
a fact that in one, and perhaps other, L.C.C. hospitals neither 
the medical superintendent nor the matron could condemn a 
bed-pan without reference to County Hall. The indication was 
clear that the Coalition Government, whatever scheme they 
might have decided to set up throughout the country, would 
have left the maternity and child welfare services with the 
borough councils. No change of circumstances had been 
adduced to justify the change in plan. It was profoundly to 
be hoped that the Government would have a gocd look at 
the Bill as it now stood. 

Lord JESSEL said that the provision about London, which 
had always had separate treatment, was a very grave new 
departure, and would greatly discourage candidates, particularly 
women, for election to the borough councils. 

The measure was then read a third time with its amendments 
and passed, and returned to the House of Commons. 


FINAL STAGES 


The Lords amendments to the National Health Service Bill 
came before the House of Commons on Nov. 4. 

Mr. Key, Parliamentary Secretary, Ministry of Health, moved 
that the House should agree with the Lords amendment designed 
to secure that endowments to hospitals made before the Act 
comes into operation should, so far as possible, be devoted to 
the purpose for which they are intended by the donor and not 
placed in a commbdn pool. 

Mr. J. S. C. Rem, speaking for the Opposition, said the 
amendment provided for the retention of gifts by hospitals 
subject to rather strict conditions, and it was important that the 
public should understand how stringent the conditions were. 
Big donors would be able to see that their money was used for 
the purpose intended, but small donors would see their money 
go into the common pool. 

Mr. BEVAN, Minister of Health, said it was true that the 
amendment was intended to exclude from the endowment funds 
money that would ordinarily be paid for the general administra- 
tion of the hospital. “Unless there were safeguards of this kind 
ordinary weekly subscriptions could,obviously be proscribed by 
a simple form of words into a costbetion to the endowment 
of a hospital, and he would find himself after a few months 
with an enormous deficit. These safeguards would prevent 
attempts to enrich the funds of a hospital at the expense of 
the Exchequer. 

The Lords amendment was agreed to, and a similar amend- 
meat to cover the case of a war memorial embodied in a local 
hospital was also accepted. 

On Clause 12 (functions of boards and management com- 
, Mittees) Mr. KEY moved that the House agree with a Lords 
amendment that in any proceedings hospital authorities should 
not be entitled to plead privilege of the Crown regarding dis- 
covery of documents, but without prejudice to the right of the 
Crown to withhold documents whose disclosure would be con- 
trary to the public interest. Mr. Rem urged that the House 
Ought to have a specific assurance from the Minister that he 
Would use very sparingly the power to withhold discovery of 
documents. Mr. BEVAN agreed that this power ought to be 
used only in very exceptional circumstances. 

The amendment was agreed to. 


Health Services for London 


On Clause 19 (local health authorities) Mr. Key moved that 
the House disagree with a Lords amendment which provided 
that the London County Council should delegate to the 
Common Council of the City of London and the metropolitan 
borough councils the arrangements for the care of expectant 
and nursing mothers and children under five not attending 





primary schools, the arrangements for home visiting, home 
nursing, and domestic help, and the arrangements for vaccina- 
tion and immunization. He said that in the past there had 
been lack of real co-ordination in providing these home health 
services and now responsibilty for them was to be concentrated 
in the county and county borough councils. He agreed that 
many of the London borough councils had provided good 
services in the past, but said the proposal that in this matter 
London should be made an exception to the rest of the country 
was quite unacceptable to the Government. The set-up envisaged 
in the amendment would lead to greater possibilities of admini- 
strative friction and mean a loss of efficiency. The Bill gave a 
service of common standard in all areas of London irrespective 
of their poverty or wealth. Under the amendment, which 
provided that 50% of the cost was to be borne by the boroughs, 
really unbearable burdens would be placed on poorer areas 
and the people there would have to put up with less efficient 
services. The unification under the Bill did not mean that 
there could not be real co-operation between the L.C.C. and 
the borough councils and did not exclude the possibility of the 
local knowledge of borough councillors being used. Power had 
been given to the L.C.C. and the borough councils to co- 
operate in the subcommittees which would be necessary for 
carrying out the services in the various areas—for representa- 
tives of the borough councils to share with the county council 
in management and control. There was still in existence a 
provision of the London Government Act, 1939, which enabled 
the borough councils and L.C.C. to get together and put for- 
ward schemes to the Minister relating to services which they 
wanted to share or to powers which they wished to delegate 
one from another. 

Mr. RICHARD Law recalled that in 1944 the Metropolitan 
Boroughs Joint Standing Committee, under the chairmanship 
of Mr. Key, came to an agreement with the L.C.C. It was 
clear when the Coalition Government White Paper was pub- 
lished there would have to be some division of responsibility 
as between the L.C.C. and the metropolitan boroughs, and 
without any pressure from the then Minister of Health, but 
with his good will, the two bodies got together and reached 
agreement. The tenor of that agreement was that maternity 
and child welfare work should be delegated by the L.C.C. to 
the borough councils, which was what—generally speaking— 
was proposed by the amendment. Mr. Key, as chairman of 
the Metropolitan Boards Standing Joint Committee, used great 
influence and persuasion in order to bring about a division of 
powers such as was embodied in the amendment which he was 
now rejecting. He did not want to go into the reasons for the 
volte face. 

Mr. Key, intervening, asked if it were possible for Mr. Law 
to understand that a person could serve a team, even though a 
second team which’he joined had a different attitude from the 
first. When he spoke as chairman of the Metropolitan Borough 
Councils Subcommittee he was bound to voice their opinions, 
irrespective of whether they were his own. That was the 
essence of democracy. 

Mr. Law said he did not follow Mr. Key’s new definition 
of the team spirit and democracy. Anyone who changed his 
mind because he changed his job was, in fact, doing a great 
disservice to democracy. The L.C.C. and the metropolitan 
boroughs must have agreed that the services which it was 
proposed in the amendment to delegate were essent/ally persona! 
services, much better handled by the relatively small metro- 
politan boroughs than by the L.C.C., which had the care of 
between 3,000,000 and 4,000,000 of the citizens of London. 
The services had been discharged very well by the boroughs 
for many years, and another argument considered must have 
been that removal of the services from the purview of the metro- 
politan boroughs would result in very great weakening of local 
government in London. 


Too Many Authorities 


Mr. SOMERVILLE HASTINGS said that under the amend- 
ment London alone would have four authorities instead of 
three. He had been a member of the hospital and medical 
services committee of the L.C.C. for about fifteen years, and 
he had seen the difficulties that arose. where functions were 
divided between two authorities, as in the case of tuberculosis. 
There were already quite enough authorities under the Bill 
without increasing them further. One of the objects of the 
Bill was to associate the doctors as closely as possible with 
the preventive services at the health centres. The amendment 
would separate much more than was necessary the preventive 
and curative side of the treatment of disease. 

Mr. Howarb said that Mr. Key had not put forward a single 
argument to show that the individual nursing mother or child 
would get better service if the amendment was rejected. It 
was something of a red herring to suggest that because powers 
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of consultation were contained_in the Bill, it was ridiculous to 
want any powers of delegation> 

Mr. GoopricH said he did not think the fear of non-contact 
between patients and representatives was justified. He was 
convinced now, though not formerly, that it would be better 
for these services to be administered by the L.C.C. Mr. 
MARLOWE said the Parliamentary Secretary had made out a 
strong case administratively, but there were other issues. The 
whole purpose of the Bill was to do good for the individual, 
and the L.C.C. was too vast for contact to be maintained 
between the authorities and their patients. Mr. SPARKS said 
he believed that by centralizing responsibility the standard of 
these services would be improved. They in Middlesex regretted 
the loss of half their,services, but they were not going to adopt 
a “dog in the manger” attitude which would prevent other 
counties getting better standards. 

Mr. H. Srrauss (English Universities) said that from his 
experience the people living within the area of the London 
County Council were overwhelmingly in favour of these 
services remaining under the control of the metropolitan 
boroughs. The people of London had a more intimate regard 
for their own town hall than they had for the county hall. 
From the point of view of efficiency, too, there was no reason 
to suppose that the L.C.C., which had never exercised these 
functions before, would exercise them now more effectively 
than the metropolitan borough councils, with all their experi- 
ence of these services, had done in the past. Mr. E. FLETCHER 
said that the L.C.C., of which he was a member, had expressed 
its views on the issue. Everyone sympathized with the metro- 
politan boroughs ‘in losing the maternity and child welfare 
services which they had built up with such success; but not 
all had reached ‘the same standard of efficiency. 

Mr. BEVAN said the agreement between the L.C.C. and. the 
metropolitan boroughs had nothing to do with the issue, 
because the scheme in the Bill was radically different from the 
one his predecessor in office had placed before the boroughs. 
The devisers of the scheme in the amendment, because of the 
nature of local government in London, found themselves faced 
with exactly the same anomaly as he was faced with in the 
whole country. Whenever difficulties arose they arose out of 
the fact that in selecting a particular category ot local authori- 
ties one was bound to fifff anomalies. In considering the 
question of accessibility methbers of the Opposition had for- 
gotten the health centre. He believed that Jocal authorities 
ought to be able to be approached by the citizen, but if a 
citizen in future was in difficulty about his health he would 
go to the health centre and not to tne town hall. 

The motion to disagree with the Lords amendment was 
carried by 296 votes to 134—Government majority 162. 


Payment of Doctors 


"On Clause 33 (arrangements for general medical services) 
Mr. BEvAN moved that the House disagree with the Lords 
amendment which laid it down that the remuneration of 
, doctors providing general medical service should be by the 
capitation method, save in exceptional cases. There was no 
such restriction in the National Hea!th Insurance Acts, he 
said, and he did not want the Government to be placed in a 
strait waistcoat when fixing doctors’ remuneration. It was not 
desirable that future negotiations with the medical profession 
about remuneration should start with a statutory inhibition, 
and that some agreed basis could not be adopted without 
resorting to fresh legislation. Supporters of the Government 
had always felt that the young doctor starting in practice should 
have a certain degree of security, and it was the Government’s 
intention that he should start with a salary. A doctor did 
not examine his patients better because his heart. was gnawed 
by financial anxiety. A _ basic.salary was justified on that 
ground alone, but it would also reduce to some extent the 
competition for patients. Panel lists had not always been built 
up by methods which commended themselves to the best 
elements in the profession. The»size of the panel list did not 
always indicate the merits of ‘the doctor; some had better 
advertising methods than others’ A basic element in the 
remuneration made it easier, also, to award additional pay for 
special attainments.  anpuetnnig 
Some doctors had expressed the fear that this was the 
beginning of an attempt to introduce full-time medical service. 
He could not see into the mind of any future minister or 
prophesy what might be done by a future Government, but that 
was not the intention of the present Government. Their inten- 
tion was that the main source of the doctor’s remuneration 
should be by capitation payments. There was an argument for 
having a full-time salaried service or for having remuneration 
wholly on a capitation basis, but none for having a high 
basic salary and a small capitation payment. It would be diffi- 
cult to carry out the recommendations of the Spens Report 


—S0 
if the basic element were too high because then the capitati 
rate would have to be lower and .the highest remuneratig 
could not be achieved without far longer panel. lists, than the 
could agree to. " 

Mr. J. S. C. Reip said one of the main objections—ang ; 
some people’s view the main objection—to the Bill was i 
tendency to undermine the independence of the medical pre 
fession. If there were any truth in that charge the amendmen 
was a crucial one. At present a doctor depended entirely 
winning and keeping the confidence of his patients: he Wa 
their servant, and the servant of no one else, and the Govern. 
ment neither harmed nor benefited him in any way. Ag sbor 
as there was introduced an element of salary there was a 
inevitable tendency to produce Government control, and ther 
arose a divided loyalty on the part of the doctor. The whok 
object of the basic salary in the Labour Party’s policy was 
get contro! of the individual doctor. The Bill contained yy 
limitation of the proportion of remuneration to be paid as salar; 
and if the amendment were rejected the Government wouid hay 
a free hand to make alterations bringing the situation nearg 
and nearer to their official policy. If a doctor received , 
substantial salary and had only a small number of patients j 
would be necessary for the Minister to direct a number ¢ 
unwilling patients to him. At present the great majority ¢ 
doctors were free and independent, but as soon as the majority 
were paid on a salary basis the existing atmosphere of freedon 
and independence would change fairly rapidly for the worg 
and this in turn would result in a serious diminution in th 
quality of the service which they rendered. It was not in th 
interests of the doctors, nor was it their wish, that the condi 
tions should change in the way the Government proposed. 

Sir H. Lucas-TootH said that if it was agreed that a basi 
salary was desirable for doctors the. same argument might k 
accepted for every other profession which served the publi, 
Mr. GaGE said that if there was a salaried service there woul 
be a falling off in public confidence in doctors and in th 
standard of the profession. 


Varying Medical Views 


Sir H. Morris-JonEs said the majority of the medical pro 
fession preferred the capitation system. A salaried system took 
the glamour out of the profession and replaced it with a dul 
uniformity in which there was no personal contact beiween 
patient and doctor. 

Dr. MorGan said they had been treated to a whole series of 
jeremiads that if a doctor was paid a salary his services would 
not be so good because of that fact. He would only refer them 
to the salaried doctors of the Indian Medical Service, the 
Colonies, medical officers of health, the laboratories—were thes 
bad doctors because they were paid by salary? Mr. MARLOWE 
said that a salary was an inappropriate basis for the payment 
of professional men. The Minister was wrong in thinking thal 
it was necessary to provide security to attract the right type of 
young men into the profession. The right type of men were 
willing to undergo hardship in the early stages of their careers 
to achieve success. 

Dr. SEGAL said that many doctors were born into the world 
in a state of security and these were those who could afford 
to specialize and oliain the best positions. They were no 
always the best men. The Bill sought to ensure that some 0! 
the deserving elements of the community should not be deprived 
of an opportunity to render their best services in the field of 
medicine because of iack of security. 

Mr. WILLINK said that in this matter the Opposition were nol 
so much concerned with the doctors as with the interests of the 
patient. He was convinced that patients would be less satisfied 
by a salaried service, and he did not think people would wel 
come their family doctor being a salaried servant. Just at the 
moment when the general practitioner service was being mat 
available to everyone the Minister was destroying a substantia 
amount of the relationship between the patient and the famil) 
doctor. The only issue was whether the service was to lk 
received from a doctor in a part-salaried position or someone 
whose income was in relation to the zeal and interest he 
displayed. 

The motion to disagree with the Lords amendment wa 
carried by 303 votes to 128—Government majority 175. 

The remaining amendments made by the House of Lords 
were agreed to. 


MEDICAL MISCELLANY 
Private Practice by Medical Officers of Health 


In the House of Lords on Oct. 28 Lord MERTHYR asked it 
how many county districts in England and Wales medical officers 
of health were still permitted to engage in private practice, 
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—— 
in which counties were these districts situated ; and what steps 
were proposed to be taken to ensure that the whole country 
was served by full-time medical officers without further delay. 

Lord Listowet replied: There are 511 county districts in 
England and 111 in Wales (according to the latest available 
information) where the medical officer of health is not restricted 
fom engaging in private practice. These county districts are 
situated in all counties in England and Wales except Cambridge- 
shire, Oxfordshire, Westmorland, the Isle of Wight, and 
Caernarvonshire. All counties except three have formulated 
arrangements under Section 58 of the Local Government Act, 
1929, and Section 111 of the Local Government Act, 1933, for 
gcuring that as vacancies for medical officers of health occur 
in county districts the persons appointed to fill the vacancies 
shall be restricted from engaging in private practice. Steady 
progress was being made before the war in accordance with 
these arrangements in securing the appointment of whole-time 
medical officers of health not engaged in private practice, but 
the acute shortage of medical manpower during the war inter- 
rupted the process and from 1943 until the early part of this 
year appointments were normally made on a temporary basis. 
A number of county district councils whose proposals for full- 
time permanent appointments had had on that account to be 
deferred are now putting forward proposals for such appoint- 
ments in accordance with the arrangements formulated under 
the Local Government Acts of 1929 and 1933. These proposals 
have to be considered in the light of changed circumstances, 
for example, the proposed modification in the duties of medical 
officers of health under the National Health Service proposals. 
In some instances it is necessary to discuss with the authorities 
concerned whether any alteration of the original arrangements 
isdesirable. The Government are in full accord with the view 
that the employment of full-time medical officers of health 
throughout the country is an object to be attained with all 
practicable speed. They will carefully watch the position and 
consider what further steps are necessary in the light of 
experience. ; 


The Press and Patent Medicines 


During a debate on the control and ownership of the Press in 
the House of Commons on Oct. 29 Mr. DriBeErG said it would 
be unusual to see in any national newspaper an exposure or 
an examination of the claims of patent medicines by any scien- 
ist or doctor of standing. The newspapers exercised more 
censorship than they used to do over the advertisement of 
patent medicines. 
no freedom of expression about the claims of that kind of 
commodity was allowed in any big-circulation newspaper. 

Mr. KEELING asked whether it were not the case that every 
daily newspaper in this country before publishing any patent 
medicine advertisement consulted the Advertising Association 
which had a special panel to “vet” all these advertisements 
on the advice of the medical profession or of the Pharma- 
ceutical Society. 

Mr. NALLy said that this panel paid no attention to the price 
of the commodity in relation to its actual value. If a charge 
of 2s. 6d. was made for something which the chemist could 
sell for 3d. the Newspaper Proprietors’ Association did not 
trouble about that but proceeded to advertise the commodity. 
Mr. KEELING said the Advertising Association was influenced 
in its judgment on whether an advertisement should be pub- 
lished solely by professional advice on whether the claims 
put forward were legitimate or fraudulent. 

Mr. DriperG said the factual wording of these advertisements 
was correct but the ski!l of the advertiser, the artist, and the 
copy-writer conveyed an impression which went beyond the 
actuai wording of the claim. Mr. MAUDE said the proper way 
{0 control patent medicines was not to have a Royal Com- 
mission on the Press but to tackle the purveyors of patent 
medicines and to prevent people from selling two-pennyworth 
of bicarbonate of soda for 5s. 

By 270 votes to 157 the House declared its opinion that a 
Royal Commission should be appointed to inquire into the 
finance, control, management, and ownership of the Press. 


Streptomycin 


On Oct. 29 Mr. BEVAN said medical research was being under- 
taken in the United States of America regarding the use of 
streptomycin in the treatment of tuberculosis. It would not be 
justifiable to adopt it for general use in this country till adequate 
clinical trials had been carried out to test claims made for. it. 
Arrangements to that end were being made. 

rt. BEVAN, on Oct. 31, told Dr. BARNETT STROSS that two 
small plants were producing streptomycin on a very small scale 
iN this country. Nore was yet available. for clinical trials. 
Until those trials had ‘been completed it would not be possible 
0 assess the usefulness of the drug. 


But there was still a considerable abuse and . 


Tuberculosis Allowances——On Oct. 24 Mr. WEstwoop explained 
that family allowances were taken into account for the purpose of 
determining tuberculosis allowances because of the principle, accepted 
in all recent social legislation, that there should be no duplication 
of benefits payable out of public funds. The future of the Tuber- 
culosis Allowances Scheme in relation to the new social legislation 
was under review, and the special needs of this class were kept in 
mind. 

Radioactive Isotopes——Mr. BEVAN, on Oct. 31, said that his atten- 
tion had been drawn to clinical experimental work in the United 
States with radioactive substances, such as radioactive phosphorus and 
iodine in the treatment of inoperable cancerous growths. Experi- 
ments were being carried out with the small quantities of these 
substances available in this country. It was hoped that the quantities 
would shorily be increased. 

Temporary Registration—Mr. Hastincs, on Oct. 31, inquired 
whether persons who had earned and secured naturalization by 
service as doctors in the armed Forces during the late war but had 
not obtained an English medical degree wouid be permitted to con- 
tinue in practice in this country after Jan. 1, 1947. Mr. BEvVAN 
assumed that Mr. Hastings had in mind the position which would 
arise in such cases when the Temporary Medical Register came to 
an end on Dec. 31, 1947. Mr. Bevan said he was considering this 
in consultation with the Secretary of State for the Home Department 
and the Secretary of State for Scotland. 

Central Medical War Committee—Mr. BEVAN, on Oct. 31, told 
Dr. JEG.z« that the duties of the Central Medical War Committee in 
advising on the selection of individual doctors for the Services were 
still heavy and it must continue in being for the present. , 

National Health Service Supplies —Mr. BEVAN is considering with 
Mr. WiLmor, Minister of Supply, how the medical supply indus- 
tries will be able to meet the increased demands when the national 
health proposals become law. No final arrangements can yet be 
made. 








Universities and Colleges 








UNIVERSITY OF LONDON 


At a meeting of the Senate on Oct. 24 C. V. Harrison, M.D., 
was appointed to the University Readership in Morbid Anatomy 
tenable at the British Postgraduate Medical School, and M. A. 
Rushton, M.B., L.D.S., was appointed to the University Chair of 
Dental Medicine tenable at Guy’s Hospital Medical School. 


UNIVERSITY OF EDINBURGH 


At a graduation ceremony held on Oct. 26, the following diplomas 
were conferred : 


DIPLOMA IN PuBLIC HEALTH.—*L. S. Anderson, *H. A. Barker, *A. D. C. S. 
Cameron, E. Campbell, *K. H. Cheung, *P. S. Clouston, J. R. Gray, *W. W. 
Hutton, *R. S. Kennedy, *R. I. S. Lewis, D. A. Lowe, *D. I. M‘Callum, *D. 
M‘Gowan, Isobel P. MacKenzie, *J. M. Mair, *W. G. Pollard, *K. D. G. Reid, 
*D. S. F. Robertson, R. Scott, J. E. Simpson, J. Sleigh, *B. Snell, *D. Thomson. 

DIPLOMA IN MEDICAL RapIoLoGy.—P. Aitken, Margaret D. Cameron, *N. 
Saks, *A. C. P. D. Thomson, J. C. Wood. : 


* In absentia, 


CONJOINT BOARD IN SCOTLAND 


The following candidates, having passed the final examinations, have 
been admitted L.R.C.P.Ed., L.R.C.S.Ed., L.R.F.P.&S.Glas. : 


Flora S. Barry. A. Blench, C. K. Brown, P. A. Clarke, E. D. Cloughley, 
T. Corrie, Hilda M. Davies, H. Fernbach, John Hamilton, Phaik-Lin Lim, 
P. A. R. Lornie, Anna Majzlisz, F. R. Moreland, John McLaughlin, J. A. Pool, 
E. W. Russell, R. Short, E. Silverstone, H. J. Stott, P. J. Vertannes, D. T. Wilson, 
J. Zucker. 





The Services 








President Truman has conferred the Legion of Merit in degree 
of officer on Col. F. S. Gillespie, late R.A.M.C., for services as 
Medical Liaison Officer with U.S. Army. 

The President of the U.S.A. has bestowed the Legion of Merit, 
Degree of Legionnaire, upon Temp. Surg. Lieut.-Cmdr. A. P. Curtin, 
R.N.V.R., for services to the U.S.A. during the war. 

The President of the U.S.A. has conferred the Bronze Star Medal 
on Wing Cmdr. (Mrs.) Edna V. Butler-Jones, M.R.C.S., in recog- 
nition of valuable services rendered in connexion with the war. 

Col. A. R. Moodie, T.D., has been appointed Honorary Colonel 
in the S5ist (Highland) Division, R.A.M.C., T.A., in succession to 
Col. G. W. Miller, D.S.O., T.D., whose tenure of appointment has 
expired. 

Surg. Lieut.-Cmdrs. P. de Bec Turtle and R. R. Prewer, R.N.V.R., 
have been awarded the R:N.V.R. Officers’ Decoration. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Oct. 19. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). 
London (administrative county). (c) Scotland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(0) London (administrative county). (c) The 16 principal towns.in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 


(b) 


(e) Northern Ireland. 


A dash — denotes no cases; a blank space denotes disease not notifiable or 
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* Measles and whoorping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
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EPIDEMIOLOGICAL NOTES 


Paratyphoid in Sheffield 


In the week ending Oct. 26 there were 71 additional case, 
paratyphoid B notified in Sheffield C.B., as against |? 


in the preceding week. 


up.to 126 on Nov. 5, 


Discussion of Table 


In England and Wales the incidence of scarlet fever decline 
by 58, while increases were recorded for measles 380, acyt 
pneumonia 56, paratyphoid 16, dysentery 


cough 13. 


t Cases appearing since then and j 
cluding some adults have brou 
The source of the outbreak, which 

chiefly affected children under 10, has still not been Cetermine 


Casa 


ght the numter of notificatigp 


is; and Whooping! 


There was a small general fall in the number of cases gj 
scarlet fever which had been increasing continuously for th 


past six weeks; the largest decrease was Essex 21. 


The chie 


increases in the notifications of measles were Lancashire 212 
Yorkshire West Riding 69, Kent 46, and London 44; the 
largest fall was Devonshire 56. The local trends of whooping: 
cough fluctuated and the largest variations were rises in Lancy 


shire 50 and Norfolk 25. 


Of the 22 cases of paratyphoid |: 


were notified in Yorkshire West Riding (Sheffield C.B. 12) 
Reiurns for diphtheria showed increases in Lancashire 12 anj 


Glamorganshire 12 and a decrease in Warwickshire 10, 
fresh outbreak of dysentery was 


A 


notified in Oxfordshire. 


Bullingdon R.D. 13; the only other large total was Lance 


shire 11. 


In Scotland the chief features of the returns were rises in th 
notifications of measles 96 and dysentery 19. The rise in case; 
of dysentery occurred in the burghs of Glasgow and Airdrie 
where 19 and 11 cases, respectively, were notified during the 


week. 


In Eire the incidence of measles increased by 17 while 
decreases were recorded for scarlet fever 15 and whooping. 


cough 12. 


The notifications of diarrhoea and enteritis slightly 


increased to 63, of which 48 were reported in Dublin C.B. 


In Northern Ireland a further 15 cases of typhoid were 
reported from Armagh U.D., where last week 25 cases were 
notified. The notifications of whooping-cough in Belfast C.B. 


rose from 15 to 48. 


Births in the September Quarter 


The Registrar-General for England and Wales has announced 
that 213,135 live births were registered during the third quarter 
This is equivalent to a birth rate of 19.7 per 
1.000, the highest recorded in any quarter since June, 1923, and 
is 4.1 and 4.5 above the rates for the third quarters of 1945 
and 1938, the last complete pre-war year. 


of this year. 


the September quarters during 1940-4 was 15.4. 


Venereal Diseases 


The incidence of venereal diseases, which are not notifiable, 
has in the past been estimated by the number of cases treated 
In recent years this estimate has been affected 
by the introduction of sulphonamides. 
arrange private rather than clinic treatment, especially for cases 
of gonorrhoea. Now that penicillin is superseding the sulphon- 


at the clinics. 


amides the number attending clinics is likely to rise again. 


The number of cases of early syphilis—infections of less 
than one year—was first recorded in 1931. 
1939 a continuous fall was observed from 9,104 to 4,986. 
During the war this trend was reversed and a steady increase 
took place until 1945, when the cases reached a total of 10,741. 
The sex ratio also changed considerably. 
number of male cases was two and a half times the number of 
female cases. In 1945 the females infected slightly outnumbered 
As a result of this changing distribution male cases 
of early syphilis in 1945 were 146% of the 1939 figure while 


the males. 


the female cases showed an increase of 391%. 


The approximate number of new infections with gonorrhoea, 
both civil'an and Service cases, showed a similar trend, rising 
from 43,400 in 1939 to 58,797 in 1944. The sex incidence of 
In 1939 there were 2.7 males to one 


this disease also changed. 


female, whereas in 1944 the ratio had fallen to 1.3. 


Vital Statistics in New Zealand 


The following summary of vital statistics for the year 1945-6 
shows again how favourably the figures for 1,593,513 Europeans 
‘compare with those for 98,007 
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— 
paternal mortality rate including deaths from septic abortion 
ms 2.24 per thousand live births, as compared with 2.71 in 
44-5. After excluding deaths from septic abortion the rate 
was 1.95 (2.14-in 1944). Maori figures for maternal mortality 
ae not available. : 
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Mine Death-rate, tuberculosis, all forms | 3-78 37-02 5:77 


per 1,000 population | | 





Fgceeline . aa a fg —_——_—____—— sad 
ihn Week Ending October 26 
"8 ‘The notifications of infectious. diseases in England and Wales 


during the week included: scarlet fever 1,209, whooping-cough 


y tonal 1499, diphtheria 314, measles 2,884, acute pneumonia 436, 
The chiel gfebrospinal fever 28, dysentery 59, acute poliomyelitis 31, 
shire 21) pratyphoid 89, typhoid 9. 
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Medical News 








The King, on the recommendation of the Secretary of State for 
Sotland, has approved the appointment of Dr. Hugh Brechin 
Cnigie to be a Medical Commissioner of the General Board of 
Control for Scotland. Dr. Craigie took a major part in developing 
the psychiatric services in the Middle East, and later became com- 
manding officer of the Military Psychiatric Hospital, Bellsdyke, 
Stirlingshire. He is at present deputy superintendent of the Whiiting- 
ham Mental Hospital, Preston, Lancashire. 


A lecture entitled ‘“‘ The Country Doctor ’’ will be delivered by 
Dr. William WN. Pickles in the Hall of the Royal Faculty of 
Physicians and Surgeons (242, St. Vincent Street, Glasgow) on 
Wednesday, Nov. 13, at 4 p.m. 


Sir Heneage Ogilvie will deliver the Bradshaw Lecture before the 
Royal College of Surgeons of England on Thursday, Nov. 14, at 
5pm. Subject: ‘‘ Surgical Handicraft.”” The lecture is open to 
medical practitioners and advanced students, and tea will be served 
from 4.30 p.m. 
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The Faculty of Radiologists announces that Sir Gordon Gordon- 
Taylor will give the Skinner Lecture, on malignant tumours of the 
testicle, at the Royal College of Surgeons, Lincoln’s Inn Fields, on 
Friday, Nov. 15, at 2.30 p.m. The lecture is open to all members of 
the medical profession. Other radiological meetings to be held in 
London about that date have been arranged by the British Institute 
of Radiology for Nov. 14, at 8 p.m., at 32, Welbeck Street, to discuss 
industrial skin cancer; and by the Radiological Section of the 
RSM. on Nov. 15, at 8 p.m., at 1, Wimpole Street, to discuss 
yay treatment of inflammatory diseases. A joint meeting of all 
three radiological societies will take place on Dec. 13 and 14 for 
a discussion on carcinoma of the stomach in all its aspects. 


The Socialist Medical Association (35, Long Acre, W.C.2) has 
arranged a winter programme of six lectures, to be given at 7.30 p.m. 
at Denison House, 296, Vauxhall Bridge Road, S.W. On Nov. 14 
Dr. F. R. G. Heaf wiil speak on social aspects of tuberculosis; on 
Nov. 28 Dr. F. Avery Jones on social aspects of peptic ulcer; on 
Dec. 12 Dr. J. Tytler Fox on social aspects of epilepsy; on Jan. 2 
Dr. A. T, M. Wilson on social aspects of medical psychology; on 
Jan. 16 Dr. J. N. Morris on social aspects of juvenile rheumatism ; 
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pie: wg Jan. 30 Dr. H. Joules on occupational hazards of the health 
| worker 
4,986. z 
crease The Genetical Society announces a public lecture to be given on 
10,741. Friday, Nov. 22, at 5 p.m., at the London School of Hygiene and 
-9 the } !fopical Medicine, ,.Keppel Street, W.C., by Prof. Tage Kemp, 
ber of Director of the University Institute of Human Heredity, Copenhagen. 
rbered Subject: “‘ Multiple Factors in Morbid Inheritance,” accompanied 
cases by a film, “The Fat Dwarf.” A\ll interested are invited to attend. 
while The Food Education Society will hold a meeting in the library of 
the Royal Society of Arts, John Adam Street, Adelphi, W.C., on 
rhoea. § [uesday, Noy. 12, at 3 p.m., with Lord Horder in the chair, when 
rising | Sir Jack Drummond, D.Sc., F.R.S., will give his inaugural address 
ice of § % chairman of the Society. 
0 one A sessional meeting of the Royal Sanitary Institute will be held 


at Nuneaton Council House on Saturday, Nov. 16, at 10 a.m., when 
Papers will be read on ‘“‘ Housing in Relation to Health” and 
Environmental Hygiene and Some Problems-of the Future.” 
Wednesday clinical evenings at: the Royal Hampshire County 
Hospital, Winchester, will be held in the Board Room at 8.30 p.m. 
on Nov. 20, Dec. 18, Jan. 15, Féb. 19, and March 19. 
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In connexion with the meeting for inauguration of an Association 
of Plastic Surgeons on Nov. 20, it has now been arranged to dine 
at the Royal College of Surgéons after the meeting. Diners are 
asked to notify the secretary, Sir Harold Gillies, 149, Harley 
Street, W.1. 


The Empire Rheumatism Council has arranged a week-end course 
on rheumatic diseases to be held at the Red Cross Rheumatism 
Clinic, Peto. Place, Marylebone Road, N.W., on Nov. 22, 23, and 
24. The course is designed for medical students and consists of 
thirteen lectures. Programmes may be obtained from the medical 
secretary, Empire Rheumatism Council, Tavistock House (North), 
Tavistock Square, W.C.1. The closing date for admission to the 
course is Oct. 31. 


The Northern Area Surgeons of the St. John Ambulance Brigade 
will meet in conference on Sundays, Noy. 10 and 17, at the 
Bonnington Hotel, Southampton Row, W.C., from 2.30 to 6 p.m. 


A medical conference will take place in Accra, Gold Coast, from 
Nov. 12 to 16 between representatives of the Colonial Office and 
the French Ministry of France, Overseas. The Portuguese Govern- 
ment and the Government of Liberia are sending observers. The 
conference will include medical experts from four British ,West 
African territories, Nigeria, the Gold Coast, Sierra Leone, and the 
Gambia, from French West Africa, from Equatorial Africa and the 
French Cameroons, from the Belgian Congg, and from Portuguese 
Guinea and Liberia. The primary object of the conference is to 
arrive at an agreement regarding the local exchange of information 
on medicai and health questions of importance throughout West 
Africa and for more effective co-ordination and collaboration of 
local services engaged in the fight against disease. 


New methods of attack on gastric cancer will be outlined at a 
conference to be held on Dec. 5 and 6 at the Billings Hospital, 
University of Chicago. Arranged by the Gastric Cancer Committee 
of the National Advisory Cancer Council, this wiil be the third 
large conference on gastric cancer to be sponsored by the Council. 
The first one was held in 1940 at the National Cancer Institute of 
the National Institute of Health, which is the research division of 
the U.S. Public Health Service. As a resuit of these previous 
conferences, research departments’ of a number of schools of 
medicine and hospitals have taken a greatly increased interest in 
the problem of gastric cancer. 


The siudy of the “science of relationships“ is the effort to con- 
sider the whole man in all his contacts with his environment in its 
physical, mental, and spiritual aspects. To further this study the 
Church Missionary Society is caliing the third Rural Life Con- 
ference which will be held at High Leigh, Hoddesdon, Herts, Jan. 
7-10, 1947. It is hoped to assemble doctors, farmers, clergy, 
teachers, social workers from over-seas and at home to listen to 
eminent speakers on the problems of rural life and to join in dis- 
cussing in various commissions subjects related to the addresses. 
Applications for registration forms should be sent to the acting 
secretary, Rural Life Conference, C.M. House. 6, Salisbury Square, 
E.C.4. 


The 38th annual meeting Of the Medical Benevolent Society for the 
East and North Ridings of the County of York was held at Hull 
on Sept. 25, with the President, Mr. T. Ritchie Rodger, 1n the chair. 
The honorary secretary reported the death of two members, Dr. C. 
Howard Jackman (a member since 1909 and honorary secretary from 
1933 to 1939) and Dr. George Sandys Belas (a member since 1922 
and president during 1944-5), Sympathy with the reiatives was 
expressed. The honorary treasurer reported the Society as in a 
sound financial state, and the one application for help submitted 
to the mee‘ing was granted. Three new members were elected; as 
were the following officers: President, Mr. T. Ritchie Rodger, Hull ; 
Vice-president, Dr. G. F. Longbottom, Middlesbrough; President- 
elect, Mr. R. B. Blair, Hull; Hon. Treasurer, Col. N. T. Whitehead, 
Huil; Hon. Secretary, Dr. W.-W. A. Kelly, 92, Micklegate, York. 


A new organization to promote the education and rehabilitation 
of children suffering from cerebral palsy was formed at a meeting 
in the City Education Offices in Edinburgh on Oct. 31. The 
organization is to be called the Scottish Council for the Care of 
Spastic Children, and the first president is to be Sir John Fraser, Bt., 
Pringipal of Edinburgh University. An exetutive committee has 
been formed under the chairmanship of the Rev. William Graham, 
secretary of Inverness-shire Education Committee, and Dr. Alex. 
Fraser, M.O.H. for Inverness-shire, has been appointed secretary. 


Mr. Frederick Newland-Pedley, F.R.C.S., of Lago di Como, Italy, 
founder of the Dental School of Guy’s Hospital, who died on May 4, 
1944, left £63,416 7s. 5d. After a number of bequests he left the 
residue of his estate to Guy’s Hospital, for prizes and scholarships 
in connexion with the Dental School. Dr. John Price Williams, of 
Ambleside, left £5,296 10s. 7d.; Dr. Arthur Walton Peake, of 
Bristol, £34,826 2s.; Mr. Edward Baines, of Whitby, Yorks., 
£29,405 6s. 3d.; and Dr. George Arbour: Stephens, of Swansea, 
£27,116 14s. 11d. 
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ANY QUESTIONS ? 
Hyoscine for Seasickness 


Q.—Is it safe to give hyoscine as a prophylactic for sea- 
sickness in a nursing mother ? 


A.—Hyoscine is rapidly destroyed in the tissues and only 
minute traces appear in the milk; thus there should be no 
danger in prescribing it for a nursing mother. Holling, 
McArdle, and Trotter (Lancet, 1944, 1, 127) investigated the 
value of drugs in the prevention of scasickness and, of many 
tested, found hyoscine by far the most effective. 

A satisfactory method is to give a tablet containing 1/200 gr. 
(0.32 mg.) by mouth four hours before sailing, again at the 
time of sailing, and subsequently four-hourly until four tablets 
have been taken. On the second and third days 1/200 gr. is 
taken at 8 a.m., 12 noon, and 4 p.m. More than four tablets 
in twenty-four hours should never be prescribed. It is seldom 
necessary to continue after the 8 a.m. tablet on the third day. 


Amphetamine for Air Travel 


Q.—A patient complains of a severe pain in her temples when 
travelling by air. It comes on only when descending from a 
height and remains for some hours after landing. Can you 
suggest any remedy, and, if she persists in flying, will permanent 
injury to the ears be likely to result ? 


A.—This is most unlikely to produce any permanent injury. 
It is possible that relief may be obtained by the use of an 
amphetamine inhaler while at high altitude to ease. any lack of 
complete patency of all cavities during descent. 


Antrum Infections and Idiopathic Steatorrhoea 


Q.-—Is it known whether a chronically infected antrum has 
any effect on adult idiopathic steatorrhoea, and are the risks of 
operation in such cases greater than in a normal person? 


A.—There is no evidence that the presence of a chronically 
infected antrum has any significant effect upon the course of 
idiopathic steatorrhoea. Such patients do not appear to be 
more liable to infection than other members of the community. 
If a serious degree of anaemia is present the blood should be 
raised to. an adequate level by transfusion. If operation is 
then advised, on account of the antrum alone, it should be 
carried out. 


M.D.U.Malta 


Q.—Can you give any information regarding qualification in 
medicine in Malta, and/or reciprocity with this country ? Can 
you add any further relevant details, such as schools of medicine. 
qualifications bestowed, etc., or indicate a source to which I 
may apply for further particulars ? 


A.—Reciprocity has existed between this country and Malta 
since 1901. Any person in possession of the qualification of 
Doctor of Medicine granted by the Royal University of Malta 
(M.D.U.Malta), and of the Governor’s licence to practise in 
Malta, is eligible for registration in the Medical Register kept 
by the General Medical Council, upon complying with the 
usual requirements of the Council as to evidence of character 
and on payment of the necessary fee. Further particulars may 
be obtained from the Dean of the Faculty of Medicine of the 
University. 


a 


Penicillin for Latent Syphilis 


Q.—Can penicillin be used to accelerate the cure of latey 
syphilis contracted four years,ago ? 
A.—Yes. A total dosage of 4,000,000 units is recommended 


This may be given by means of intramuscular injections each f 
of 30,000 to 40,000 units three-hourly, or of 300,000 units twice f 


in the twenty-four hours. Arsenic and bismuth should be 
employed as well immediately after completing the course of 
penicillin ; the amounts will depend on the results of blood 
tests. In any case, it would be wise to have the cerebrospina| 
fluid tested without delay, and adjust continuation treatment 
according to the findings. 


Subtrochanteric Osteotomy 


Q.—A male aged 70 has advanced osteo-arthritis of the lef 
hip, which is painful and more or less fixed in partial flexion 
with marked adduction. Would subtrochanteric osteotomy, jj 
successful mechanically, relieve or remove the pain, which i; 
at present almost constant ? 


A.—Subtrochanteric osteotomy is of recognized value in} 


osteo-arthritis of the hip for the correction of deformity. | 
is probable that pain would also be relieved, because the 


abnormal posture and the stresses connected therewith ar f 


important factors in its production; but it would not be 


justifiable to give an absolute undertaking that pain would [ 
completely disappear, as there may be other influences a f 
It would, however, appear that such an _ operation | 
should be recommended as making life much more comfort [ 


work. 


able. 
Varicose Veins and Menstruation 
Q.—A woman of 34, with one child aged 3, complains tha 


since her confinement each period is preceded, «:id accompanied } 
for the first two days, by severe aching in the left foot and le. } 


She has a slightly varicose vein, which is tender. Erythematous 


patches appear on the inner aspect of the foot, where there if 
a small venous swelling which is also tender to the touch. Can} 


you advise me as to diagnosis and treatment ? 


A.—Theé blood supply to the pelvic organs is increased before } 


and during menstruation, and the circulation in the legs i 
usually affected as well. This latter is not obvious as a rule, 
but tends to show up if the circulation is already impaired. 
Thus varicose veins are nearly always more distended and 
painful at this time. All the signs described in this patient 
could be explained on the basis of a vascular change of this 
sort. The fact that the symptoms date from pregnancy may 
be bécause the varicose veins only developed or became worse 
during that pregnancy. or the patient may have suffered a deep 
thrombosis during the puerperium. Treatment in the first place 
should be directed to the varicose veins, bearing in mind this 
last possibility. 
Risk of Tetanus in Factories 


Q.—Is a factory medical officer treating small but cor 
taminated wounds justified in omitting to inject tetanus ant 
toxin? Does this involve any medico-legal risk ? 


A.—The injection of tetanus antitoxin in factory workers 
with minor injuries is not an accepted medical practice, and 
the medical officer who does not do so would not ordinarily 
be penalized if cases of tetanus should occur following a mino! 
injury in the workshop. Where the risk is greater, as in a deep, 
penetrating wound in a worker in an outside yard where com: 
tamination with dust or dirt containing the dried excreta of 
domestic animals is likely, antitoxin might well be given. li 
seems to be the general experience that tetanus rarely occult! 
among factory workers suffering minor or even more serious 
injury. 

Pertussis Vaccine 

Q.—Is there a phase of increased susceptibility following 
the injection of pertussis vaccine ? Should a smaller initia 
dose be given in epidemics to those who may be contacts? 

A.—It must be pointed out that there is as yet no unanimily 
about the value of active immunization against pertussis. The 
whole problem is being studied by the Medical Research 
Council. There is no evidence to suggest that a child’ 
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susceptibility to pertussis will be temporarily increased after 
injection of vaccine. The so-called negative phase is not 
nowadays regarded as having any practical significance apart 
from the fact that, if the inoculated person has some systemic 
reaction after an injection, for example, of T.A.B. vaccine, he 
may be temporarily less resistant to infections of any kind. 
Whether an injection of vaccine in an individual already in 
the early stages of infection will aggravate the illness, as has 
been claimed to be the case in typhoid fever (“* provocation ” 
typhoid), is a matter for argument. For pertussis it has been 
the custom in Denmark to give small doses of vaccine at two- 
to three-day intervals to contact children who may be already 
in the early stages of infection, with apparently good effect. 
For young children who are intimately exposed to the risk 
of infection some arrangement for combined passive—active 
immunization, as has proved useful in diphtheria, would 
probably be most effective. 


Gold Wishbone Contraceptive Appliance 


Q.—A married woman with three children has asked me to 
fit her with a gold wishbone contraceptive appliance. The 
ordinary Dutch cap and a chemical pessary have proved 
ineffectual in her case. I should like to know: (1) How are 
these appliances fitted? (2) Are they worn continuously ? 
(3) Are they really 100% safe? (4) Do they cause cervicitis 
of any significant degree? (5) Are they as,dangerous as they 
are made out to be? 


A.—1. The appliance is usually fitted by compressing the arms 
of the pessary together and slipping a small gelatin cap over 
their tips. They can then be pushed through the cervix into 
the cavity of the uterus. There the gelatin melts and the arms 
spring apart to grip the uterine walls. 

2. It is worn continuously for varying periods, but prefer- 
ably for not longer than three weeks, after which it is removed, 
left out for a few days to give the uterus time to recover from 
any injury, and then reinserted. Although the stem and cap 
are hollow and allow menstrual blood to escape, the best time 
to remove it is just before menstruation, reinserting it when the 
flow has ceased. 

3. No. They do not prevent. conception but act by inducing 
early abortion or by preventing implantation of a fertilized 
ovum. Even so pregnancy is not always interrupted, and has 
been known to go to term with the “ wishbone ” still in place. 

4. They certainly cause cervicitis to some degree, but what 
is More important is that they damage the endometrium. This 
may be followed by infection which is not always confined to 
the uterus. 

5. Yes. The questioner should also note the objections to 
the “silver” or “ Grafenberg ” ring, a slightly different contra- 
ceptive device, about which the Family Planning Association 
has recently issued a warning (Oct. 19, p. 599). 


INCOME TAX 


Miscellaneous Inquiries 


M.O. asks for information on a number of points, the nature of 
which will be seen from the following replies. 


*,* (1) Whether a wife acts as assistant or partner to her husband 
does not affect the total amount of tax payable, except that in the 
first year in which she acts as assistant she is liable to tax for 
that year, but, as the husband is assessed on the basis of the previous 
year’s profits, it does not reduce his liability until the following year. 

(2) The fact that ‘‘ the garage is in a ruinous state ” does not affect 
the Land Tax, and the Rating Authorities are not likely to make 
any reduction unless it is clearly so damaged as to be practically 
destroyed. f 

(3) The cost of repairing those portions of the premises which are 
used in the practice is allowable—except in so far as it may be 
claimable as ‘“‘ War Damage.” 

(4) Broadly, payments for accident and sickness benefit are not 
allowable for income tax purposes. A reply as to the payments 
to the pension fund for widows cannot be given without particulars 
as to the identity of the fund and the precise nature of the contract. 

(5) The salary as locumtenent comes within P.A.Y.E., but the 
local Tax Office may exclude it and bring it into the general receipts 
if application is made in time. 

Necessary travelling expenses between various clinics at which 


“paid professional work is done kre allowable. 
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(7) As regards books, the cost of keeping the private reference 
books up to date is allowable. 

(8) The cost of replacing professional equipment is allowable, 
but the original cost is in the nature of capital outlay and is not 
allowable. Instruments are not regarded as plant and machinery 
and do not carry a claim to depreciation. Such personal instruments 
as aids to sight or hearing are outside the income tax field altogether. 

(9) The cost of repairs to or replacement of a typewriter are 
allowable. 

(10) The income tax consequences of marriage take effect from the 
date of the marriage whether the spouses then lived together or not. 


Cost of Maid 


‘““ XYZ" considers that about half the time of the maid is spent 
on the professional work, but says that if she were not required 
for that work the cost of the sort of maid that would be kept 
would be less than half the cost of the present maid. 


*.* The invariable rule adopted is to divide the actual cost accord- 
ing to the ratio of the time spent on the professional side of the 
maid’s work. It is unlikely that the inspector—or if an appeal were 
made, the Commissioners—would adopt a different basis on the 
hypothesis suggested. 


“Free Board and Lodgings ” 


“free board and lodging” 
The inspector of taxes regards the 


“Locum” received a salary and 
while acting as locumtenent. 


*," Benefits provided in kind and not transferable into money are 
not assessab‘e, and prima facie the inspector’s action is incorrect. 
The position would be different if. for instance, ‘“‘ Locum” was 
Primarily liable to a third party for the cost of his board and 
lodging and his principal paid for him: that would be tantamount 
to a payment in cash to ‘ Locum.” 


Car Transactions 


R. joined a practice in January, 1946. The accounts of the practice 
are made up to April 5 each year. He bought a car for £400 in 
March, 1946, used it for three months, and then sold it for £500. 
He bought another car in July for £250 and spent £50 on repairing 
it. It is presumed that the practice is not being treated for income 
tax purposes as a new one as from the date on which R. joined it. 


*.* The income tax assessments will. of course, be made on the 
firm and not separately on the individual partners: the question is 
what will be the effect of these transactions on the firm’s assessment. 
The answer is that they will not affect the assessment for 1946-7, 
but as regards 1947-8 the first car will give rise to a ‘* balancing 
charge” of £500-£400=£100, and the second car to an “ initial 
allowance ” of 20% of £250=£50 plus a wear-and-tear allowance 
of 25% of £250=£62 10s., together with the deduction of the £50 
spent on repairs. That is on the assumption that the second car 
remains in use up to April 5, 1947. 


J. M. is employed by a County Council. Under the terms of his 
agreement he must own a car and use it on the Council’s work. 
He used a County Council vehicle until he was able, on August 25, 
1946, to buy a car for £575. What allowances is he entitled to for 
1946-7 and 1947-8? 


** 1946-7.—(a) Initial allowance—20% of £575=£115, and (b) 
wear-and-tear allowance of 25% of £575 for the period Aug. 25, 
1946, to April 5, 1947—say, £88; total £203. 1947-8 —Wear-and-tear 
allowance—25% of (£575— £203 =) £372—i.e., £93. The above must 
be taken with the following qualifications—(i) J. M. will have to bring 
into credit the mileage allowance he receives less running costs, 
insurance and other car expenses; (ii) as the statute authorizes the 
deduction of such expenses only as are “ necessary”? in the per- 
formance of the duties, some adjustment may be called for if the 
car is unnecessarily commodious, etc.; and (iii) the expenses incurred 
and the above allowances will be restricted (if necessary) to allow 
for any private use of the car. 


“ 


G. S. has a car which he bought for £200 five years ago but “is 
now worth £800.’ He wants to bring it into the practice in order 
to claim depreciation on it—up till now it has been stored and used 
occasionally ‘“* but not as a practice car.”” At what value can it be 
brought in? 


** The depreciation allowance is given for a car in use for the 
purposes of the practice at the end of the year which provides the 
basis for the assessment. Assuming that the practice accounts are 
made up as at Dec. 31, and that the car is brought into use before 
Dec. 31, 1946, the earliest income tax year for which a claim can 
be made is 1947-8. The allowances are given to meet the amount 
spent in acquiring the car, and the total allowances cannot exceed 
the actual cost to the individual claiming the allowance. The 
maximum value on which the allowances should be based is £200. 
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Midwife and Doctor: Conduct of Labour 


Dr. A. W. Purpir (London) writes: The question put to Miss 
Meave Kenny by the midwives to whom she was lecturing on‘ 
“The Prevention of Puerperal Sepsis’? (Oct. 26, p. 638) is an 
important one. Obviously these midwives are in the habit of 
wearing masks while conducting confinements. From time to time 
I am called, in a consultant capacity, to attend at a confinement 
which is taking place either in the patient’s own home or in a 
nursing home. From.my own observation I know that many 
doctors and midwives do not wear a mask while conducting a 
labour. The more senior may not yei have begun to use masks. 
The younger and more junior, who have been taught their use, 
can easily slip into bad habits. Are there not potent remedies 
nowadays against puerperal infection if it should occur? Why 
then trouble to wear a mask? All would probabiy agree, if 
challenged, that prevention is better than cure. But everyone who 
teaches medical students or student-nurses knows how important 
is constant and untiring repetition in driving home essential facis. 
And even then how easily these are forgotten! The well-informed 
criticism of Miss Kenny’s audience should be encouraged. It is a 
tribute both to the keenness of its members and to the early teach- 
ing which they received. I must confess to some surprise, however, 
on reading what Miss Kenny suggested the midwife should dc 
when a doctor, whom she had called in, did not wear a mask. A 
man may be led but he wil not be driven. I should have 
answered: “If I were a midwife I should carry a spare mask in 
my bag. If the doctor whom I calied in did not wear a mask I 
should say casually to him, ‘I see you have forgotten to bring a 
mask, Dr. X. I have a spare one with me. Perhaps you would care 
to use it.’ ”’ 


Dr. W. Arnott (Totland Bay) writes: Dr. Meave Kenny (Oct. 26, 
p. 638) makes the amazing suggestion that it is the duty of a mid- 
wife to walk out of a confinement case and report to the M.O.H. 
if a doctor with whom she is attending declines to wear a mask 
at her request. I would submit an emphatic negative to this and 
maintain that no action on her part is’ called for. The doctor’s 
responsibility is towards his patient, and his action will be ruled by 
his conscience, judgment, and experience. I have been sorry to 
see signs of distress of mind of late in midwives on this score: it 
is sO unnecessary. In forty years of midwifery and over 1,000 cases 
I have not seen a case of puerperal fever attributable to respiratory 
infection. The few I have had, countable on the fingers of one hand, 
other than a few calls on midwives’ orders to pyrexia cases, have 
arisen from accidental and extraneous causes such’ as the occurrence 
of scarlet fever in the house. I have not worn a mask except on 
odd occasions when suffering from a catarrhal cold. I am willing to 
submit my record to Dr. Kenny or to the Central Midwives Board, 
and my conscience is clear. The profession should stand firm 
against any muzzling order such as Dr. Kenny proposes. 


Dr. W. Epwarps (Ashstead) writes: Dr. Meave Kenny (Cct. 26, 
_P. 638) draws a pathetic picture of 120 distressed midwives appealing 
for her advice. What are they to do if they call in a doctor to a 
difficult confinement and the doctor won’t wear a mask? Not for 
Dr. Kenny the obvious retort that they should mind their own 
business, realize that the responsibiiity rests now with the doctor, 
and just try to be helpful. Dr. Kenny took a grim view. She 
advised these worthy women to draw the doctor’s attention to his 
fall from grace. If he should then be obdurate, they should inform 
him that the consequences were on his own head, and withdraw 
from the case. At which the County Medical Officer of Health, 
doubtless an experienced obstetrician, could scarce forbear to cheer. 
This, presumably, is the sort of gestapo spirit we shall have to 
endure in the-State medical service. Those dressed in brief authority 
over us will not be satisfied in teiling midwives to strike if the rules 
are not obeyed. Theatre sisters will walk out if surgeons wear the 
wrong-sized gloves. Chemists will.shut their shops if prescriptions 
are undated. Physiotherapists will throw in the talcum if asked 
to use infra-red when the rules say ultra-violet. What a lovely 
spirit of co-operation we are going to have! 


Recurrent Bee Stings 


Dr. Marcaret D. Wricut (London, W.) writes: The paragraph 
on recurrent bee stings (Sept. 28, p. 479) prompts me to record 
my experiences. Having been subject to more than one alarming 
anaphylactic attack, the most serious of which entailed a week 
in bed, I gave up bee-keeping myself. More than 20. years 
later I acquired more stocks and after a number of minor 
stings had another severe anaphylactic attack which was treated 
with adrenaline. The treatment suggested using. ephedrine hydro- 
chloride prophylactically: at least half an hour before opening any 
hive. I have used this steadily over the last three summers, and, 
although on some occasions I have been badly stung, yet the pie- 


ds 





monitory symptoms of an anaphylactic attack have never been More 
pronounced than the tingling felt throughout the palms of the 
hands and the soles of the feet, together with siight swelling oj 
the lips. No major discomfort has been experienced and th} 
swelling has subsided in a day or two. Swelling does tend to jy f 
severe, however, from any occasional sting. It is hard fo; ad 

bee-keeper to give up his hobby and I myself have no hesitation 1 B 





in carrying on with this protection. 


Sex Determination 


Dr. F. T. B. LoveGrove (Wongan Hills, W. Australia) writes: Jp 
the Journal (Aug. 10, p. 216) I notice mention of Dawson’s theory 
that one ovary makes male-producing eggs and the other female. 
If your expert’s statement that there is no scientific basis for the az 
theory merely means that it remains to be proved or disprove; 
(despite the unassailable theory quoted in the preceding paragraph) 
the following case may be of interest to him. In June, 1938 | 
performed a laparotomy on a woman in whom I found an abdomen 
full of blood. The right ovary was split almost in half, presumably 
due to a ruptured Graafian follicle. The most satisfactory way to 
control the bleeding was to remove the ovary, and I did so. Thi 
woman has since had three children—two boys and one girl. 


Doctor’s * Lines ” for Glucose, etc. 


Mr. Rosert S. WHITELAW, M.P.S., writes: A doctor’s “line” op 
account of its ‘‘time honoured ”’ illegibility has been the subjec 
of many a good-humoured story both inside and out cf the pro. 
fession. My immediate appeal to doctors does not concern their : 
handwriting (though that is still the cause for frequent profanity) Unt 
so much as the simple “ line ” given for commodities in short supply, tain 
I am sure I am voicing the opinion of most pharmacists when | sami 
say that shortages would not be so acute if doctors generally gave peni 
more time to considering necessity before granting a prescription — are 
for glucose, olive oil, malted milk, etc. I have had one “signed 2 
order” which, if fulfilled, would practically exhaust my entire quot 
of glucose. This is of course exceptional, but it serves as an illus subs 
tration of the fact that better supplies wouid be available fo and 


genuine requirements if ‘lines’ were only given when medically | the | 
required. tem] 
Cables from Canada rem 

und 


The following cable has been sent to the British Medical Association 
by Dr. George Ramsay, President of the Coliege of Physicians and 
Surgeons of Ontario: ‘‘ Canadian medical profession regret mis- 
understanding of references concerning British nurses made by T 
Hamilton Bailey at London, Ontario, meeting. His reference was intr 
small part of broad discussion of national shortages and particularly J In t 
stressed nurses’ weariness following extended war effort. We did Fucus 
not regard it in any way as reflection on professional efficiency and Fave 
loyalty.” Lae 

Mrs. Hamilton Bailey has also received a cabie from Mr. C. M. ny 
Carruthers, F.R.C.S., in the course of which he said: ‘“ Mr. Bailey ther 
at no time during his lecture or otherwise made a_ statement J ‘4S¢ 
derogatory to the nursing profession in Great Britain or any other toler 
country.” corn 

Apparatus for Trichlorethylene in Midwifery ¥ th 
as 
and 
has 


weel 
corr 


Dr. JoHN W. ScuHo.ey writes from Sleaford, Lincs: As I have so 
far been quite. unable to obtain a Clover’s inhaler for use with 
trichlorethylene in midwifery I would welcome any readers’ views 
on the use of an Oxford vaporizer in the same. capacity using of t 


trichlorethylene as the anaesthetic. diffe 
unit: 
Digital Traction cent 


Mr. H. P. Matcotm, M.Ch. (Belfast), writes: Dr. K. M. MacLeod } 2qus 
(Oct. 26, p. 614) will find traction from the nails described in The 2,50 
Thomas Splint and its Modifications in the Treatment of Fractures, high 
by Meurice Sinclair, C.M.G., published in 1927 by the Oxford Press } 0 to 
in tk 

“In My Fashion ” is be 
Mr. P. A. Moran (Oxford University) writes: The reviewer of and 


my father’s book In My Fashion did not read the book very care J cedu 
fully. My father did not serve with the Italian army in Abyssinia  advc 


He went there with a party of American and foreign journalists. diffic 
(Har 
Varicose Ulcers and Penicillin loca 


Dr. P. L. Renour (Hayle) writes: Referring to Dr. W. T. E § ‘SUPE 
Blackmore’s letter (Sept. 28, p. 480), I am not convinced thal J ¢ran 
cleansing a varicose ulcer thoroughiy with warm saline, and applying § stud 
a dressing of penicillin cream once weekly, adds any beneficial effec J follc 
to the overlying tight supporting bandage from foot to knee de F trati 
scribed by Dr. Blackmore. Nor can I see from my own experienct, J jog 
in the majority of cases, that anything but delay is caused by with ou 
holding surgery and injection until the ulcer is healed by les | 
effective methods. 





